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MEDICAL 


Section WII: Paediatrics. 


The Handicapped Child. 


Dr. S. F. McoDonatp (Brisbane) read his presidential 
address on the subject of the handicapped child. In his 
introductory remarks he referred to five pediatricians who 
had died since the third session of Congress and who 
had had a great influence on handicapped children: John 
Thomson, Robert Jones, Charles Clubbe, Hamilton Russell 
and Peter Bennie. 

Dr. McDonald said that the acute diseases of childhood 
were diminishing, but the chronic conditions still left 
their mark on children, and too often the child with a 
minor physical handicap became troubled with a grave 
mental one. After referring to humanity’s attitude to the 
handicapped child in olden times, Dr. McDonald said that 
handicapped children might be divided into those with 
physical and those with mental handicaps. This division 
was entirely arbitrary, because the effects of any handicap 
upon a child are more emotional than physical. Physical 
crippling might be due to: (i) motor defects, (ii) visceral 
and endocrine failure, (iii) perceptive defects, (iv) 
generalized infections and malnutrition. The children with 
mental handicaps were: (i) those with mental defects 
varying from those of the moron to those of the imbecile, 
(ii) the epileptic child, (iii) the ill-balanced child. The 
last mentioned group included the stammerer, the bed- 


wetter, the juvenile delinquent, the negativistic child, the 
pathological liar and so on. The emotional effects of a 
handicap on a child were shown in the inferiority complex 
as described by Adler—the increase of the struggle of the 
individual to overcome the sense of his physical inferiority. 
In this regard Dr. McDonald referred to Helen Keller and 
to some of his own patients. He referred to the effect of a 
devastating calamity, such as poliomyelitis, and compared 
the reaction of children treated in hospital with that of 
children treated at home. 

Dr. McDonald then said that there were no definite 
figures showing the number of handicapped children in 
Australia. He described the extensive activities under- 
taken on behalf of handicapped children in the city of 
Bristol and he showed that in every scheme of helping 
the handicapped child there were two essentials—early 
treatment and an atmosphere as nearly normal as possible. 
The second essential needed special emphasis. Thus in 
every institution for handicapped children there should 
be someone of the sports master type whose business it 
should be to arrange games to eliminate the feeling of 
inferiority. For purposes of this kind of treatment the 
children might be divided into those who would be able 
to fend for themselves and those who would not. Both the 
physical defect and the mental scar had to be treated. 
For example, the child with an orthopedic defect was best 
treated in a cripples’ home or school—the essential feature 
was that such a place was a home or school and not a 


* . 
5 
Z — 
- 
— 
— 
] 
——U— 
* 
; 
„ 
| 
| 
| 
} 
| 
| 
| 
** | 
* 


290 


THE MEDICAL JOURNAL OF AUSTRALIA. 


Marcu 3, 1934. 


hospital. Turning to mental defectives, Dr. McDonald 
said that for all of the lower grade defectives institutional 
treatment was to be preferred. This view was opposed 
because: (i) it was supposed to involve a sacrifice of 
family life in favour of less satisfactory institutional life; 
(ii) it was too expensive. In regard to the first, home was 
in most cases no place for a physical or mental cripple. 
In regard to the second, Dr. McDonald showed that every 
self-supporting cripple saved the State £52 a year, which 
would otherwise be paid to him as an invalid pension. 

Dr. McDonald, in the last part of his paper, referred 
to the subconscious conflict of the handicapped child and 
to the way in which this should be treated. He also 
entered a plea for the institution of child guidance clinics 
and for their staffing by thoroughly trained medical 
practitioners and psychologists. 

Proressor Harvey Sutton (Sydney) said that he wished 
to pay a tribute to the President for his excellent and 
informative address. He had chosen a subject which had 
called for attention in Australia. 

Professor Harvey Sutton referred to the Far West 
Movement in New South Wales and to the steps which 
were being taken by the Principal Medical Officer of the 
Education Department for the establishment of a 
stammering clinic. Professor Harvey Sutton urged that 
education acts should make provision for special clinics 
and for the education of special types 6f child mandatory 
on the Minister for Education. He pointed out that while 
special classes could deal with many city children, resi- 
dential schools were necessary to provide for rural 
children. He also mentioned the need for the cooperation 
of pediatrician, psychologist and social worker in the 
investigation of difficult children. He referred to Dr. 
Thom’s excellent book, “The Everyday Problems of the 
Everyday Child”. In his experience, myopia was rare 
among children in Australia, but hard-of-hearing children 
were common and accounted for some of the most difficult 
children even with their own parents. 

Professor Harvey Sutton said he would like to put in a 
word for the parents. These children came under the care 
of doctors, nurses and teachers, but the parental influence 
should not be disregarded. The parents“ lot was not 
always a happy one and a certain amount of conflict must 
at times be expected; the greatest was usually in one- 
child families. Further, the mother was always instructed 
as to what was best to do in the interests of the child, 
but not so the father. Of delinquents and truants, 60% 
showed failure on the part of the father. The physical 
as well as the mental aspect of the child must be taken 
into consideration, and he again stressed the necessity for 
properly organized child guidance clinics, the possibilities 


of which had been demonstrated in other parts of the 


world. 

Dr. Joun Date (Melbourne) referred to Dr. McDonald’s 
remarks concerning the “horrors of kindergarten weaving”. 
He was sorry that the speaker. did not elaborate this 
remark. Dr. Dale thought that pediatricians should 
interest themselves in the developments of kindergarten 
as a community service. 


Syphilis in Infancy. 


Dr. Rosert Sournsy (Melbourne) read a paper entitled: 
“Syphilis in Infancy”. He based his remarks on the 
last one hundred infants suffering from syphilis 
who were seen in the special clini¢ at the Children's 
Hospital, Melbourne. He classified syphilis as manifested 
in children into acquired and congenital or inherited 
groups. Congenital syphilis he subdivided into florid, 
latent and unsuspected types. 

In each of the one hundred cases samples of blood 
from the infant, from the mother and, when possible, from 
the father were subjected to the Wassermann test. A 
positive reaction was obtained with the blood of all the 
mothers and of all the infants, 49 of whom were males 
and 51 females. The serum of 59 fathers was tested; in 
64 instances a reaction was obtained. Of the 100 infants, 
67 survived. Twelve of the hundred were prematurely 
born and six survived; 88 were born at full time and 61 


survived. An inquiry into the obstetrical histories of the 
families concerned revealed that in addition to the births 
of the 100 syphilitic infants under review there were 154 
other pregnancies, These resulted in 22 miscarriages, 31 
still-births, 25 deaths in early infancy, 44 children with a 
positive Wassermann reaction, and 33 children whose 
serum failed to react. 

Dr. Southby described the manifestations on clinical 
examination. He divided them into three groups, those 
occurring before birth, at birth and shortly after birth. 
He discussed in turn rhinitis, cutaneous manifestations, 
bony lesions, and such general manifestations as pallor 
or failure to thrive, or repeated attacks of trivial 
infections. In his discussion he illustrated the several 
points by references to case histories. 

In discussing treatment, Dr. Southby said that the 
attack on the spirochete should be as intensive as pos- 
sible and should be carried out by every available avenue. 
Apart from the direct antispecific treatment, the general 
hygiene and nutrition of the patient should be very closely 
watched. He discussed the treatment under the headings 
of ingestion, inunction and injection, and he stated the 
three following conclusions: (i) Infants generally 
responded more rapidly and more satisfactorily than older 
children or adults. (ii) The younger the child when 
treatment was started, the fewer would be the injections 
required to alter the Wassermann reaction of the serum. 
(iii) Once an intensive course of treatment had altered 
the response of the blood to the Wassermann test, the 
failure to react would in the great majority of cases 
persist without further treatment. 


Dr. E. W. CHenowetH (Queensland) asked Dr. Southby 
if there was any special reason in one of the cases recorded 
for not interfering with the sequestrum, but just allowing 
it to disappear in its own time. 


Dr. Epear SrepHen (Sydney) remarked that an 
interesting feature of the paper was the dating of the 
syphilitic lesions, It was,a great help to know when 
particular lesions might be found. He was also very 
interested to hear of the good results of intensive treat- 
ment of the disease by all available means. 


Dr. Oliv LatHam (Sydney) asked Dr. Southby if he 
had seen any cases in older children whose blood, failing 
to react to the Wassermann test, later yielded a reaction. 
He also referred to the observation that a certain amount 
of incoordination in children was sometimes due to 
syphilis. 

Dr. J. W. Bean (Brisbane) referred to the fact that it 
was rare to find syphilis among the children of returned 
soldiers who had had.the disease on service. He asked 
Dr. Southby if he regarded Little’s disease as a 
manifestation of syphilis. ~ 


Dr. S. F. MoDonatp (Queensland) referred to the case 
of a healthy child who did not react to the Wassermann 
test and who gave no manifestations of syphilis, A sister 
and the father gave a positive Wassermann reaction. The 
child later developed juvenile general paralysis and must 
have been potentially syphilitic all the time. Dr. McDonald 
also referred to the fact that soldiers treated on active 
service early and intensively nearly all responded well and 
did not often show late signs of the disease. In regard 
to treatment, he asked Dr. Southby whether he regarded 
failure to respond to the Wassermann test as evidence of 
cure, 


Dr. Southby, in reply to Dr. Chanoweth, said that the 
case referred to was a unique condition. The child was 
only twelve days old when operated on; the swelling was 
incised and the periosteum was slit up. There was no 
evidence at the time of any loose bone and it was not 
considered advisable to drill the bone. There were other 


florid signs of syphilis present, and investigation showed 
that the local condition of the bone was syphilitic and not 
a staphylococcal osteomyelitis. It was considéred advisable 
to do as little as possible at the time, apart from relieving 
— and allowing sequestrum to separate in its own 
time, 
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In reply to Dr. Latham, he said that in the series of 
one hundred cases in the paper the Wassermann test gave 
a positive reaction in all instances; moreover, the children 
were all brought to hospital on account of positive mani- 
festations. When these existed the Wassermann test 
nearly always gave a positive reaction, though probably, 
if the children were examined ‘during the first and second 
weeks of life the reaction would not occur. In regard to 
the older children in a syphilitic family who did not react 
to the Wassermann test and who showed no stigmata of 
the disease, he was of opinion that if these children were 
interspersed between syphilitic children in the family they 
should themselves be considered syphilitic. 

Dr. Southby said that Dr. J. W. Bean had raised a point 
in regard to Little’s disease. He was of opinion that a 
certain proportion of hemiplegias and monoplegias in 
children were manifestations of syphiils in previous 
generations. He quoted an instance of spastic hemi- 
plegia present at birth. The mother and father both 
failed to react to the Wassermann test and showed no 
manifestations of the disease, but the grandmother had 
signs of syphilitic aortitis and the grandfather died of 
tabes. This also brought up the question of the trans- 
mission of the disease to the second generation, and he 
was interested in a number of families in which children 
had been infected in this manner. 

In reply to Dr. McDonald, he said that the younger the 
children came under treatment, the quicker would they 
respond to treatment and the sooner would the Wasser- 
mann reaction fail to occur and continue to be absent. 


Liver and Spleen Diseases in Childhood. 


Dr. J. Kempson Mappox (Sydney) read a paper entitled: 
“Liver-Spleen Disease in Childhood.” He said that the 
term “liver-spleen disease” expressed a changed view- 
point. A structural change in both organs was commoner 
than in one alone. Such a change might not always be 
expressed by clinical enlargement or atrophy, but had 
been decided on histological grounds. This statement 
obviously did not apply to involvement of either organ 
by extrinsic disease or to acute enlargements, but to the 
obscure group of chronic disorders thought to express 
derangement of the reticuld-endothelial system. Dr. 
Maddox grouped the conditions under the following 
headings: hepatic cirrhosis with splenomegaly, synchronous 
enlargement of liver and spleen with icterus or anemia 
or both, lipoid histiocytosis. 

Discussing the first of these groups, Dr. Maddox pointed 
out that there was no constant relationship in bulk 
between liver and spleen. He also referred to hepatic 
splenography, the X ray examination of liver and spleen 
after the intravenous injection of thorium dioxide sol 
(“Thorotrast”). The reticulo-endothelial distribution and 
the vascular connexions were the only known relationship 
between the liver and spleen. Vascular changes in the 
liver could cause vascular change in the spleen, but the 
converse did not hold good. In discussing portal cirrhosis, 
Dr. Maddox referred to the suggestion of McNee that the 
splenic enlargement, apart from the effect of increased 
portal blood pressure, was probably due to increased work 
on the part of the spleen which had assumed some of the 
liver’s metabolic activities. He also referred to the two 
views regarding etiology, the infective and the develop- 
mental. He said that the real origin, probably a variable 
one, was as conjectural as that of chronic interstitial 
nephritis in childhood. In regard to treatment, he thought 
that an exploratory laparotomy should be done at once, 
except in the terminal stages. This should include a 
biopsy of the liver and immediate examination of the 
material so obtained. If the spleen was at all enlarged, 
it should be removed and the gall-bladder sbould be 
drained. Good results followed this procedure, even when 
cirrhosis of the liver was found at the time of operation. 
It was possible that a reciprocity of reticulo-endothelial 
function existed between the liver and spleen whereby 
removal of the latter delayed somewhat the progress of 
degeneration in the former. ö 

The part played by syphilis in hepatic cirrhosis was 
generally admitted to be infinitely less than was formerly 


believed. The diagnostic criteria were the discovery of 
spirochetes in liver tissue at biopsy or autopsy with a 
pericellular distribution of young fibrous tissue. In 
reference to biliary cirrhosis, Dr. Maddox referred to the 
Suggestion of Poynton and Wyllie that some long-continued 
cases of icterus neonatorum with enlargement of the liver 
fell into this category, that temporary recovery occurred, 
and that the condition was manifested later as fhe hyper- 
trophic form of portal cirrhosis. 


In dealing with the Banti syndrome, Dr. Maddox men- 
tioned the view held by Parkes Weber and others, that it 
was nothing but primary hepatic cirrhosis with splenic 
preponderance. The better results from splenectomy in 
the Banti syndrome, the longer latency before ascites 
appeared, and the more severe and consistent leucopenia 
suggested that the spleen rather than the liver was the 
first organ affected. Dr. Maddox also discussed the 
relationship of the spleen to the bone marrow. 


Under the heading of further diseases of the reticulo- 
endothelial system; Dr. Maddox discussed acholuric 
jaundice, Gaucher’s disease, Niemann’s disease and von 
Jaksch’s anemia. He concluded his paper with a dis- 
cussion on the diagnosis of splenomegaly in childhood and 
the question of splenectomy in liver-spleen disease. 


De. J. V. Dune (Queensland) said that the whole 
subject of liver and spleen disease was a complicated one 
and more theoretical than practical. He had seen only 
one case of portal cirrhosis in a child, and the disease 
was extremely rare. He would draw the attention of the 
meeting to a recent paper of Mallory on portal cirrhosis, 
in which he concluded that it was due to phosphorus 
poisoning. This opened up the possibility of aicoholic 
cirrhosis being due to the fermentation products of alcohol. 
Dr. Duhig had never seen a case of syphilitic or biliary 
cirrhosis in a child. Banti's disease and others of this 
group were diseases of the reticulo-endothelial system, 
and when they knew more of this system the path might 
be clearer. Apart from the symptomatic enlargement of 
the spleen these diseases were very definitely a reticulo- 
endotheliosis. In familial acholuric jaundice fragility of 
the corpuscles was common, but not constant. In Gaucher’s 
disease the cells seen on a film were unmistakable and 
typical. Splenomegaly could not be classified according 
to any arbitrary scheme, but a series of pathological tests 
was necessary for a diagnosis of the condition associated 
with it. He had seen a fair number of splenectomies done 
for liver and spleen disease. Immediate effects were good 
as a rule, but the condition was invariably fatal in the 
long run. The indications for the operation were clinical 
and depended on the condition of the patient. The optra- 
tion should be performed or the splenic artery tied in 
the interval between the crises. Deep X ray therapy was 
sometimes useful and should be adopted if splenectomy 
could not be attempted. 


Dr. R. Sournsy (Victoria) referred to two children who 
suffered from the Banti syndrome. One child, who was 
very ill with hzematemesis, ascites and splenomegaly, 
lived four years after splenectomy. The other was not so 
ill at the time of operation, but had a severe anemia and 
died from hematemesis soon after splenectomy. He cor- 
roborated Dr. Duhig’s remarks concerning the definite 
diagnosis of Gaucher’s disease when examination of a 
slide revealed the typical cells. In regard to splenic 
puncture, he had done it rarely and with trepidation, and 
he would like to know if Dr. Maddox had seen any ill 
effects following it. He would also like to ask Dr. Maddox 
what was the definite indication for splenectomy in 
children with familial jaundice if they were seen at an 
early stage. 

Dr. AN DbERSON (Sydney) mentioned the incidence 
of cirrhosis due to syphilis. During the past six years 
there had been seven cases at the Royal Alexandra Hos- 
pital for Children; they all occurred in children under 
seven years of age, and one was of the coarse multilobular 
type. Dr. Anderson also mentioned the undoubted curative 
effects of splenectomy in thrombocytopenic purpura; she 
referred to five patients, all in excellent health, whose 
symptoms were completely cured. In one patient in hospital 
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at present, operation had been delayed and deep X ray 
therapy was tried, but it was not effective, and the purpura 
continued. 

Dr. Maddox, in reply, mentioned the rather high number 
of cases of syphilitic cirrhosis in one hospital. There was 
still plenty of room for research in regard to these liver 
and spleen conditions. In regard to the progress after 
splenectomy for Banti’s disease, hematemesis, mesenteric 
thrombosis and ascites frequently followed the operation. 
Splenectomy in acholuric jaundice was regarded as the 
usual treatment in severe cases, but in milder cases opera- 
tion was not performed. As far as splenic puncture was 
concerned, he had done it only four times; he had not 
noted any ill-effects, nor had he read of any in clinics 
when it was frequently practised. 


Fractures In Childhood. 


Dr. THOMAS Kino (Melbourne) read a paper in which he 
dealt with some general considerations in the treatment of 
common fractures of the upper extremity in childhood. 
He said that, although there were many innovations in 
the treatment of fractures, there should be general 
unanimity as to the principles underlying treatment. He 
dealt with the common fractures of the upper extremity 
in childhood: fracture separation of the upper or lower 
humeral epiphysis, fracture separation of the lower radial 
epiphysis, and fractures of both bones of the forearm. 


Referring to physical examination, Dr. King laid stress 
on the necessity for looking for any evidence of vascular 
obstruction in the limb. In regard to X ray examination, 
it was axiomatic that two skiagrams should be taken from 
two positions at right angles to one another in the frontal 
and sagittal planes. Anesthesia was often necessary to 
secure the frontal picture in fracture of the elbow joint 
and the sagittal picture when the shoulder was fractured. 
Dr. King also drew attention to the importance of not 
accepting a “negative” skiagram when the end of a bone 
was injured; especialy was this true of the lower end of 
the humerus where the cartilaginous epiphysis had not 
become ossified. 


Regarding anesthesia or analgesia, local analgesia was 
unsuitable for children, and general anesthetics should be 
administered so that the patient’s muscles became relaxed. 


Dr. King discussed the reduction of the deformity under 
the headings of closed reduction, skeletal traction and open 
reduction. He showed that powerful traction was of value 
in fracture separation of the epiphysis; and he referred 
to the useful limb likely to result when impaction at the 
shoulder could not be broken down. In a supracondylar 
fracture exact reduction of the usual posterior displace- 
ment of the lower fragment was not essential if such an 
objective could be obtained only by repeated and injurious 
manipulation, which might grossly affect the already 
seriously compromised structures in the antecubital fossa. 
In this regard the most harmful of all attempts at exact 
reduction were those resulting from operation. In the 
severest fractures involving the lower third of the 
humerus the forearm should be in the mid-position of semi- 
pronation, and not full supination (Jones) or full prona- 
tion (Béhler). Reduction of even the severest fractures 
of both bones of the forearm became relatively easy if 
traction was efficiently maintained. Dr. King dealt at 
some length with traction of this kind. 


Skeletal traction was of the greatest value for the worst 
injuries around the elbow joint. Dr. King described the 
method of traction devised by Zeno, of transfixing the 
olecranon by a rustless steel wire. This method was 
indicated in: (i) impending Volkmann’s contracture, (ii) 
compound fractures of the lower end of the humerus, (fii) 
when reduction could not be obtained or maintained with- 
out sustained traction, (iv) fractures of both condyles 
with considerable shortening. 


Discussing operation, Dr. King said that it was a 
specially objectionable method of reduction in the treat- 
ment of children. The use of skeletal traction for grossest 
deformities at the upper and lower ends of the humerus 


rendered operation unnecessary, except in the rarest of 
cases. 

In the immobiization of fractures an abduction splint 
was used for the upper half of the humerus, but for all 
other fractures of the upper extremity unpadded plaster 
casts were used. The application of an unpadded plaster 
cast for any fracture of the upper extremity allowed free 
movements of the member. A child so treated might go 
to school and even play games. Immobilization should be 
adequate and of sufficient length of time for firm union of 
the bones to take place and for the occurrence of complete 
subsidence of the inflammatory reaction in the soft tissues, 
which were concomitantly affected with the fracture. Dr. 
King condemned forced and painful passive movements. 
Massage was harmful in the early stages of treatment. 
Active movements were effective and herein lay the 
advantage of the use of unpadded plaster casts. In the 
later stages of fracture treatment, when the splints had 
been removed, the mobility of stiff joints was restored 
by various exercises and games and not by “breaking 
down adhesions”. 


Dr. Nevitite Sutton (Brisbane) said that they owed a 
debt of gratitude to Dr. King for bringing the subject of 
fractures in childhood before the meeting. Fractures were 
always a useful subject for discussion. There were three 
stages in the evolution of the treatment of fractures. In 
the first stage injury to the bone was alone considered; 
the reduction was performed as well as possible before 
the aid of X rays was available, splints were used and 
nothing further was done. The anatomical result was 
often bad and the functional result disgraceful. In the 
second stage, more importance was attached to the 
functional result than to the anatomical one. In the third 
stage anatomical reposition was now~insisted upon and 
functional restitution was of equal importance. 


Dr. Sutton said that Dr. King had reminded him of the 
three principles of fracture treatment, namely, reduction 
of the deformity, maintenance of the reduction as 
efficiently as possible, and the promotion of the function 
of the part in every possible way. The methods and 
results enumerated by Dr. King in his paper were 
excellent. Dr. Sutton’s own methods had varied somewhat. 
First, in regard to local anesthesia, he was of opinion 
that it was most successful when used in older children. 
Secondly, he was of opinion that open operations were as 
dangerous in children as Dr. King had stated. In bad 
fractures of the lower end of the humerus, with spreading 
of the fragments, operation was, in his opinion, 
essential. In regard to fractures of both bones of 
the forearm, Dr. Sutton used the same method as 
that explained in the slides. He referred to the rotary 
displacement of the radius in fractures of both bones of 
the forearm, which was quite a common displacement. 


Dr. A. V. Meenan (Brisbane) said that one often saw 
patients some time after a fracture had occurred, and 
attempts at unsuccessful reduction had taken place. The 
patients were then sent along, with the elbow much 
swollen and probably blistered on the skin, for open 
operation. Of course, in such circumstances open opera- 
tion was definitely contraindicated, and it was better to 
leave the limb alone or to use the pin traction method of 
extension. In regard to fractures of the external epicon- 
dyle in children, the fragment was rotated and wrapped 
around with ligament and muscle. Non-union occurred, 
epiphyseal growth was interfered with, cubitus valgus 
arose, and symptoms of ulnar nerve involvement were 
likely to arise. For this reason all these fractures should 
be treated by the open method. 


Dr. G. E. Ctemons (Launceston) said that the paper pro- 
voked a great deal of interest. In some cases there was 
still some doubt as to the preferential treatment, par- 
ticularly in regard to fractures about the elbow joint. 
Personally he was unconvinced that all of these could be 
satisfactorily dealt with, as in the one shown upon the 
slide, and in some cases open operation was necessary. 
Böhler's method was going to do a great deal in the matter 
of the treatment of fractures, but, as usual, new methods 
should not be overdone. 
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Nephritis in Childhood. 


Dr. E. Brirren Jones (Adelaide) read a paper on acute 
nephritis in children. He based his remarks on 127 cases 
of acute nephritis occurring at the Children’s Hospital, 
Adelaide, during the previous four years. He said that 
most of the data had been supplied to him by Dr. M. T. 
Cockburn. 

In discussing the etiology, Dr. Britten Jones showed a 
chart in which were set out the different etiological 
factors, with the number of cases and the average interval 
in days between the operation of the etiological factor 
and the appearance of the nephritis. In the 127 cases 
acute tonsillitis had been present in 38. The average 
interval was 9-8 days; the number of scarlet fever infec- 
tions was 12, the average interval 21 days; the figures for 
impetigo were 11 and 11; for coryza and otitis media, 18 
and 9; for cervical adenitis, 9 and 7; for stomatitis, 2 and 
5-5; for measles, 2 and 23; for pneumonia, 1 and 11; 
for diphtheria, 1 and 17. In 33 instances no definite 
preceding etiological factor was discovered. 

In regard to symptomatology, Dr. Britten Jones pointed 
out that in nine cases anxiety was caused by the sudden 
onset of serious symptoms. In seven cases there was 
evidence of hypertensive encephalopathy, and two patients 
developed uremic symptoms. Dr. Britten Jones briefly 
discussed hypertensive encephalopathy (the term intro- 
duced by Fishberg and Oppenheim). The symptoms 
described under this term occurred in the absence of any 
evidence of renal failure and included premonitory symp- 
toms, such as headache, vomiting, irritability and 
drowsiness. These premonitory symptoms might be the 
herald of convulsions, amaurosis, coma, transient paralysis, 
mental disturbances and paroxysmal dyspnea. With 
prompt treatment the prognosis in this syndrome was not 
so grave as the symptoms would indicate. 

Dr. Britten Jones put the various treatment measures 
in the following order of merit: (1) venesection, (2) 
lumbar puncture, (3) administration of magnesium 
sulphate, (a) by mouth, (b) by rectum, (c) intravenously. 
He also discussed the results of operative eradication of 
septic foci. In a recent series of cases at the Adelaide 
Children’s Hospital fifty patients were submitted to 
operation. Tonsils and adenoids were removed in 41 
cases, tonsils and adenoids were removed and antrostomy 
was performed in five cases, tonsils and adenoids were 
removed and mastoidectomy was performed in one case, 
mastoid antrostomy was performed in two cases, and 
maxillary antrostomy in one case. In 14 of the 50 cases 
relapse occurred—there was a definite increase in the 
albuminuria and in the hematuria. This relapse occurred 
in all cases within twenty-four hours of the operation. 
On an average 12-1 days elapsed before the urine returned 
to its pre-operative state. Dr. Britten Jones said that 
although it appeared that operation was not warranted 
in the acute stage from the point of view of clearing up 
the albuminuria and hematuria, he thought that tonsil- 
lectomy at a later date should be considered, since it 
might prevent the development of chronic nephritis. In 
conclusion, Dr. Britten Jones said that none of the twenty 
children who were not operated on developed chronic 
nephritis; two of those operated on had red cells in the 
urine and were likely candidates for chronic nephritis. 


Dr. S. F. McDonatp (Brisbane) read a paper dealing 
with lead poisoning among Queensland children. He 
described three forms. The first was the paralytic form. 
It was characterized by foot-drop, wrist-drop or, more 
rarely, paralysis of other groups of muscles. Dr. McDonald 
discussed the differentiation of this form from acute 
anterior poliomyelitis and from other forms of acute 
peripheral neuritis, such as that due to arsenic. 

The second form was the cerebral form. It was charac- 
terized by increase in cerebral pressure. Whether this was 
due to an increased. secretion or decreased absorption of 
fluid was unknown. There were as outward manifesta- 
tions squint, convulsions, papilledema and increase of 
spinal fluid on lumbar puncture. Dr. McDonald had twice 
seen the paralytic and the cerebral form associated. Dr. 
McDonald thought unconvincing Dr. Gibson’s evidence 
that the cerebral form occurred when lead was taken in 


rapidly. Unless the condition was promptly treated by 
lumbar puncture, the child became permanently blind as 
a result of optic atrophy. 

The mild form, in Dr. McDonald’s opinion, had given 
rise to more wrong diagnosis and weary treatment than 
either of the other two. The diagnosis was often extremely 
difficult. The presence of a definite blue line, lead in 
the urine, and basophilic degeneration made it fairly 
easy and certain. In the absence of the blue line, however, 
lead was difficult to detect in the urine and to estimate 
accurately, and basophilic degeneration was a doubtful 
help. The condition had to be distinguished from: minor 
degrees of chronic sepsis of teeth, sinuses and tonsils; 
congenital syphilis; intestinal worms; chronic intestinal 
indigestion; thyreoid deficiency in mild degrees; pink 
disease; leuchemia; enterospasm and orthostatic albumin- 
uria. The diagnosis of lead poisoning was a most 
dangerous one, but an attractive one for the doctor. 

Regarding the source df lead, Dr. McDonald was prepared 
to accept the “paint-fingers-mouth” theory with a good 
many reservations as the best working hypothesis. He 
quoted two cases that impressed him with the probability 
of the truth of this theory. The two alternatives put for- 
ward by Dr. Cilento were: (i) a soft water, such as was 
used in Brisbane up to a time (1923) when most of the 
cases occurred—soft water would dissolve lead in pipes in 
a sufficient degree to cause poisoning; (ii) the use of 
lead arsenate as a vegetable spray. The most difficult 
problem of the disease was the great reduction of its 
ineidence during the last ten years. This reduction had 
occurred not only in Brisbane, but in other towns, such 
as Ipswich, Rockhampton and Townsville. 


Dr. Epncar StrerpHen (Sydney) said that the subject of 
acute nephritis in children was a very interesting one. Two 
years ago there had been in Sydney also a marked increase 
in the number of cases. They were nearly all of the mild 
hemolytic type, which had cleared up within four to six 
weeks, and no red cells had afterwards been found in the 
urine. Only a few patients gave a history of previous 
acute tonsillitis or rheumatism, but many had chronically 
infected tonsils. He was of opinion that children with 
such tonsils were running a rather dangerous career, with 
the risk at any time of an acute nephritis. 


In regard to nephrosis, he had recently had several ' 
undoubted cases in hospital and there were red cells in 
the urine. He thought that these children with nephrosis 
were liable to mild attacks of hemorrhagic nephritis. One 
patient with red blood cells in the urine had done very 
well after tonsillectomy. 

He had also had the experience of many cases of acute 
nephritis associated with impetigo. The type of nephritis 
was not necessarily a mild one. During the time when 
there were a number of cases in Sydney there were only 
one or two children with high blood pressure ‘readings. 
In regard to a discrimination between the terms uremia 
and hypertensive encephalopathy, he thought it was prob- 
able that there was one etiological factor for both 
conditions. He was also of opinion that it was very 
difficult at times to formulate any definite opinion from 
blood urea estimations. The question of operation in 
these cases was a very important one. Certainly the 
tonsils were as a rule to be regarded with suspicion. 
After the acute stage of the disease had passed and the 
urinary output had risen to a certain point and the 
amount of albumin had considerably lessened, operation 
should be performed; this was usually in about six weeks. 

In regard to the correlation between penumonia and 
acute nephritis, he had not had a patient with both con- 
ditions simultaneously, but he had not infrequently seen 
pneumonia following upon acute nephritis. _ 

He was glad to hear that Dr. Britten Jones used mag- 
nesium sulphate in the treatment of acute nephritis. He 
personally used a 1% solution with very satisfactory 
results. It was a useful procedure also to give three to 
four ounces of a 50% solution by the bowel three or four 
times a day. In one very severe case in a patient under 
his care each injection was followed by definite improve- 
ment. The convulsions were lessened, uremic symptoms 
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modified, and the accompanying evacuation of the bowels 
also served a useful purpose. It was important also to’ 
keep in view the acidosis which frequently accompanied 
this illness. When it was evident, he thought it advisable 
to give an 11% solution of glucose at the same time as 
the magnesium sulphate. 

In regard to the treatment of convulsions in thése 
children, he had found that lumbar puncture was not of 
any value. Venesection was undoubtedly a very 
useful adjunct to the treatment with magnesium sulphate 
and glucose. 

Even in the more severe cases of the disease the 
termination was usually very favourable. He had seen 
only two deaths in the past six years during the acute 
stage of the disease. Sydney had a very satisfactory 
record in respiratory disorders, and probably the same 
might apply to renal disease. 


Dr. Epirn Ciement (Adelaide) asked Dr. Britten Jones 
whether any of the eleven patients*with impetigo had had 
raised temperatures. 


Dr. R. Sournspy (Melbourne) referred to the association 
of pneumonia with acute nephritis. He had seen several 
children who developed acute nephritis during an attack 
of pneumonia. He agreed with Dr. Stephen that hyper- 
tensive encephalopathy and uremia might be different 
degrees of the same condition. 

From observations he had made in regard to blood 
urea and urea concentration tests in acute nephritis, he 
was of opinion that in cases with high blood urea and 
good urea concentration during the attack the ultimate 
result was good. In those with equally high blood urea 
but with low concentration, the prognosis was not so 
favourable. 

In regard to operation, he thought it was better to wait 
for some weeks until the nephritic condition had prac- 
tically settled down, Referring to treatment, he quoted 
the case of one desperately ill child with acute nephritis, 
associated with extensive edema, markedly diminished 
urinary output and ascites, who made rapid improvement 
on large doses of calcium with some digitalis added. 


He would like, in conclusion, to ask Dr. Britten Jones 
if he had seen any good effects from decapsulation of the 
kidney in these cases. 


Dr. R. N. S. Goon (Geelong) said he was surprised that 
there were no cases following boils or furunculosis in 


Dr. Britten Jones’s list. 


He would also like to ask whether Dr. Britten Jones 
was in any way influenced by the age of the child in 
regard to operation for tonsillectomy, or was the appear- 
ance of the tonsils the only guiding factor. He personally 
thought there might advantageously be a swing to more 
conservative treatment in this respect. 


Dr. M. De Garis (Geelong) raised the question of acute 
nephritis occurring in infants of mothers who had renal 
disease during pregnancy. Another cause which she had 
noted in her practice was dental sepsis, and she quoted 
one case in particular, with recurring hematuria, which 
cleared up entirely when the teeth were attended to. 


Dr. Britten Jones, in reply to Dr. Edith Clement, said 
that most of the children with a history of impetigo came 
into hospital with nephritis after the impetigo had mainly 
cleared up and there was no febrile reaction. 

In regard to Dr. Good’s question, he could not recall 
any case of furunculosis followed by acute nephritis. He 
had not been influenced in any way by the age of the 
child; the time of the operation was the important point. 

In reply to Dr. De Garis, he said that he had not met 
any cases of acute nephritis in the new-born; he thought 
the renal symptoms they sometimes presented were 
associated with the mother’s toxemic state and were not 
indicative of true nephritis. In regard to the question of 
dental sepsis, he had not seen acute nephritis associated 
with this in children and he would personally require 
more evidence than recurring hematuria before estab- 
lishing a diagnosis of nephritis. At the same time he 
thought it very advisable that any foci of infection 
should be removed. He told Dr. Southby that he had not 
had any experience in regard to decapsulation. 


Dr. S. F. McDonald, in reply, referred to the allergic 
theory in relation to acute nephritis and said that it fitted 
in well with McNee’s description of acute nephritis 
amongst soldiers. The first change which took place was 
a swelling of the glomeruli which became blocked. Further 
changes were similar to those which occurred in a vessel 
which had been tied. This theory could account for milder 
cases with hematuria. 

In regard te operation in cases of acute nephritis, he 
agreed with former speakers as to the time at which it 
should be done. In his opinion decapsulation was not a 
satisfactory operation. In regard to impetigo, the treat- 
ment they now adopted in Brisbane was to apply adhesive 
plaster to the lesions and leave it on until it came off. 

He would in conclusion like to ask Dr. Britten Jones 
if he had seen any group infections in acute nephritis, 
such as more than one in a family or school occurring at 
the same time. 

Dr. Britten Jones said that he had seen a few cases of 
group infections. He recalled two brothers who were in 
hospital at the same time with acute nephritis; they had 
both previously had tonsillitis. He had a similar experi- 
ence in regard to two brothers with a previous history 
of impetigo. 


Resolutions Adopted by the Section. 

The following resolutions were adopted by the Section 
of Pediatrics, to be forwarded to the Federal Council of 
the British Medical Association in Australia. 

That it be a resolution of this Section of 
Congress that it is now urgent to provide care and 
treatment for the crippled and difficult child—in 
the form of special schools, orthopedic depart- 
ments, and child clinics. 

That it be a resolution of this Section of 
Congress that in view of the relatively high 
infantile mortality of the pre-school age from diph- 
theria, measles and whooping cough, medical men 
throughout the Commonwealth should be urged to 
do all in their power by immunization and segrega- 
tion, to limit the spread of these diseases. 


— 


Section III: Pathology, Bacteriology and Cancet Research. 


Primary Carcinoma of the Pancreas. 

Dr. J. V. Duni (Brisbane), in his presidential address, 
discussed primary carcinoma of the pancreas. In his 
opening remarks he said that the newer methods of inves- 
tigation, spectroscopic analysis, tissue culture and so on, 
should not tempt the pathologist to depart from old 
methods. Dr. Duhig based his remarks on 39 cases of 
primary cancer of the pancreas. Of these cases he had 
full notes of 30; and it was these that he proposed to 
analyse in his paper. Thirty-eight of the 39 cases were 
found in 1,212 autopsies, or 31%. Dr. Duhig quoted 


figures to show that primary carcinoma of the pancreas 
was found in about 3-5% of all autopsies and that it was 
responsible for a little under 1% of all deaths. Of the 
patients in the series, 23 were males and 16 were females. 
The average age at death for the whole series was 59-6 
years. For males the average age was 60-9 and for females 
57°8. If one exceptional case, that of a girl aged nineteen 
years, was excluded, the age at death for females was 60-4. 
There was no obvious significance in the occupations of 
the subjects. There was a preponderance, however, of 
persons who were ill-paid and whose dietary might for 
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this reason be restricted. Dr. Duhig thought that there 
might be some significance in this, and he thought that 
investigations on these lines should be made. 

Dr. Duhig laid particular stress on the difficulty of 
diagnosing the condition. Out of 29 attempts at clinical 
diagnosis two alone were correct. A successful diagnosis 
was made once by laparotomy and laparotomy failed on 
one occasion to reveal the condition. Once a diagnosis 
was made late in the disease to replace an obviously 
untenable one of simple cholecystitis. Dr. Duhig 
enumerated the outstanding sign or symptom as it appeared 
in each patient. A history of indigestion was seldom 
elicited. The most prominent symptom was pain in the 
epigastrium or near by, without any necessary relation to 
food and with surprisingly little vomiting. These points, 
Dr. Duhig thought, were a possible basis for a differential 
diagnosis from cancer of the stomach. Less of weight, 
weakness and jaundice were of secondary importance in 
establishing the diagnosis late in the disease. Loss of 
appetite was a symptom which, if used intelligently, could 
be of some assistance. Dr. Duhig then discussed the 
physical signs manifested in the series of cases and 
showed that diagnosis of the condition could not be made 
by an interpretation of physical signs. He stated definitely 
that failure in diagnosis was not due to lack of care on 
the part of the medical attendant, but was dependent on 
the undeveloped state of knowledge of the subject. 

Before referring to the morbid anatomy and histology, 
Dr. Duhig compared the ante mortem findings with the 
post mortem data in several instances. In ten cases in 
which, from the shape, situation or size of the primary 
growth, one might have expected a positive clinical finding, 
a mass was felt in five, was missed altogether in two and 
was recorded with a query in the remainder. In all other 
cases in the series the growth was missed clinically for 
the reason that apparently a small scirrhus of the pancreas 
was not palpable in any circumstances. Dr. Duhig pointed 
out that the liver was not necessarily enlarged in cancer 
of the pancreas, but was as often as not normal in size, 
and might contain no secondary deposits. The majority of 
cancers of the pancreas were of the scirrhous type, but 
varied considerably within that type. In twenty cases 
autopsies were done; in seventeen secondary deposits were 
found in the liver. Dr. Duhig enumerated the other sites 
in which secondary deposits were found. He said that in 
his experience metastasis was slow and that the appear- 
ance of supraclavicular enlargement of glands was very 
suggestive of pancreatic cancer, provided, of course, that 
there were no signs definitely incriminating any other 
organ. 

The microscopic structure of cancer of the pancreas was 
commonly said to be classified into duct cancer and paren- 
chymatous cancer. Dr. Duhig had never seen an 
unequivocal. section of a cancer arising in the large ducts, 
as was seen in cancer of the breast. In cancer of the 
pancreas he had found a polymorphism such as was not to 
be found in any other organ. He showed several slides of 
sections and described them in detail. He said that 
cancer of the pancreas occurred most often in the head of 
the organ; it did not occur in the tail only; and when 
it involved the whole organ it spread from the head and 
never involved the body unless the head was involved 
first of all. The first change was a hyperplasia. These 
facts pointed, he held, to the entrance of an irritant into 
the organ by the pancreatic duct. Whatever was the 
nature of this irritant, it did not necessarily involve the 
biliary tract. Prevention and treatment depended on an 
understanding of these facts. At present the diagnosis was 
extremely difficult; it was rarely accurate even in the 
late stages. The etiology was completely obscure and the 
treatment quite hopeless. 

Dr. Duhig concluded by saying that his paper was an 
attempt to stimulate interest in the condition, to make a 
diagnosis possible and to encourage research into the 
nature of the hypothetical irritant. Admittedly the disease 
was one of old age, but this was no reason for neglecting 
research regarding it. 

Dr. T. Cuerry (Melbourne) made reference to Dr. 
Duhig’s extremely interesting slides. He said that he had 


produced adeno-carcinoma in the pancreas, and also in the 
lung, by the intravenous injection of minute doses of 
tubercle bacilli, and the microscopic appearance of Dr. 
Duhig’s sections with darkly staining nuclei in cells piled 
into strands at the edge of the tumour were very similar 
— the appearance seen at the edge of his own mouse 
umours. 


Dr. O. LatHam (Sydney) expressed his admiration of Dr. 
Duhig’s address and his good fortune in obtaining an 
unusually large series of pancreatic cancers. It was 
obvious that the clinical diagnosis was difficult, and the 
actual facts so clearly tabulated, by reason of their many 
negative findings, would assist in the diagnosis of tumours 
of other abdominal organs. The microphotographs had 
shown clearly the pleomorphism characteristic of the 
growth. The term “retro-peritoneal new growth” which 
had hitherto figured in the diagnosis, might include 
sympathetic nerve tumours in which the primitive types of 
tissue cells made the site of origin of the tumour difficul 
to conjecture. — 


In reply, Dr. Duhig said that his paper had been written 
following on his realization of the frequent failure to 
diagnose this form of cancer. The term “retro-peritoneal 
new growth“, as Dr. Latham had remarked, frequently 
indicated adrenal neuroblastoma. Frequently also he had 
found it secondary to a small nodular primary tumour in 
prostate or bowel. He was glad that his audience had 
been quick to realize his motive, namely, calling attention 
to the difficulty of diagnosis, the frequency and the fatality 
of this form of cancer. 


Cancer and Tuberculosis. 


Dr. THomMAs CHerRry (Melbourne) read a paper entitled: 
“New Evidence for the Relationship of Cancer and Tuber- 
culosis.” In the summary of his paper Dr. Cherry said 
that the material available enabled it to be shown that 
almost the same proportions of the young adults 
enumerated in England at the four census periods, 1841, 
1851, 1861 and 1871, had died of phthisis and cancer. The’ 
corresponding group belonging to the census of 1881 could 
be traced to the age of sixty-five, at which age the five 
census groups were also in agreement. This evidence 
suggested a close relationship between tuberculosis and 
cancer. Further, these conditions gave rise to the com- 
pensating action in the death rates from the two diseases 
which were observed in several countries and which were 
first pointed out by Sir Thomas Coghlan in New South 
Wales in 1902. No similar relationship between cancer 
and any other important cause of death could be shown 
to exist. The results did not require to be materially 
altered on account of variations in the accuracy of diag- 
nosis as far as the English certificates of death were 
concerned. The evidence from the causes of death in the 
occupations confirmed the relationship of the two diseases 
and suggested that cancer in the occupations was largely 
dependent upon the facilities of infection with the tubercle 
bacillus. In view of the evidence thus assembled, confirmed 
by the results of the experimental production of cancer 
already published, cancer appeared as a unique disease, in 
most cases caused indirectly by the tubercle bacillus and 
directly by the consequent lymphocytic reaction. A survey 
of the cancer problem from this point of view suggested 
that the control of the disease was practicable. It was 
essential not only to reduce the incidence of phthisis, but 
also to reduce the facilities for healthy adults coming in 
contact with the bacillus. : 


Dr. Cherry illustrated his paper with several graphs 
taken from his article in THe Mepicat JouRNAL or Aus- 
TRALIA of August 12, 1933, and he showed several tables 
from the same article. 


Dr. O. LArHAM (Sydney) asked Dr. Cherry if he was to 
understand that the theory on which this paper was 
was that a person recovered from tuberculosis became more 
likely to develop cancer by reason of his previous 
tuberculosis. And also would the ingestion of infected 
milk be likely to cause cancer in a person recovered from 
tuberculosis? 
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De. J. V. Dune (Brisbane) said that in an extensive 
post mortem experience he had seen few evidences of latent 
or healed tuberculosis in cancer patients. He wondered if 
his search should be continued more intensively with the 
possible relationship in view. 

Dr. Cherry in reply said that the relationship of tuber- 
culosis with cancer seemed to be definitely proved by the 
figures submitted that afternoon. Nobody had seriously 


studied the problem of the effect of tuberculous milk in 
adults, and there was no actual proof that it could cause 
disease. Dr. Cherry thought that the early infection of a 
patient with tubercle bacilli might not produce clinical 
effects, but there might be minute areas of calcification to 
prove its existence. He referred to a St. Louis clinic in 
which all cadavers were examined by X rays before post 
mortem examination to prosecute this inquiry. 


— 


Section I: Public Health, Preventive Medicine and Tropical Hygiene. 


The Status of Hygiene. 


Dr. Joun Date (Melbourne) read his presidential 
address, entitled “The Doctor’s Dilemma: The Present 
Status of Hygiene”. He said that the word health was 
employed on the one hand objectively in its original and 
more usual significance of wholeness, and also subjectively 
to denote the degree of satisfaction with life. 

In the ovum was the complete design of the finished 
individual, and this design, as far as was known, included 
or might include alternatives to meet varying environ- 
mental conditions. The design was there, but where (the 
architectural metaphor seemed to fit the case) were the 
specifications? The science of hygiene was the study of 
the specifications. Both design and specifications were 
Nature’s. She presented man with the one and left him 
to discover the other. Secret though the specifications 
were, it was obvious that unless they were fulfilled either 
by chance or by conscious discovery and thoughtful 
execution, the design could not be completed, the optimum 
of wholeness could never be achieved. The deciphering of 
the specifications of health had made great progress. Dr. 
Dale went on to say that since the onset of the financial 
depression there had been a hold-up of progress. Such 
recognized essentials as further improvement of the diet 
and housing of the people, the provision of facilities for 
dental treatment, the extension of work among pre-school 
children, and the increase of medical inspection in general, 
had been brushed aside. 

Dr. Dale then discussed the other meaning of the word 
health—the meaning implied in the salutation “How do 
you do?” He said that the conception of the wholeness 
of the individual must include not only his physical body, 
but his mental life and outlook. The medical profession 
had to study psychology. It had to regard the individual 
as a psycho-physical whole. This was the doctor’s dilemma. 
Even if the obvious physical essentials of objective health 
were available to a man, he would not properly assimilate 
the essentials unless life to him was worth living. If he 
found it not worth living, physical breakdown with loss of 
objective health was inevitable. The medical profession 
was bound to face this issue. It was in duty bound to 
demand that the social system be adjusted to prevent all 
the misery and cruelty that medical practitioners 
encountered in their work. They should demand, as 
humane educated men of good will, that the economic 
system be made the object of scientific inquiry. 


The Control of Diphtheria. 


Dr. Hua Butt (Melbourne) sent a paper on the control 
of diphtheria by the newer methods. The paper was read 
by Dr. John Dale. Dr. Bull stated that since November, 
1928, anatoxin had been used in Melbourne for immuniza- 
tion against diphtheria. With the cooperation of Dr. 
Kincaid over 800 children had been treated during the 
last two years. 

Dr. Bull discussed the Schick test and gave the results 
of over 5,000 primary Schick tests. She said that among 


‘elilldren between one and five years of age in an unselected 


‘community the percentage of susceptibles was very high; 
hereafter it became rapidly less. This was well shown 
in the tabulated results. Thus at five years of age the 


percentage of those giving a positive result was 72; the 
percentage fell till at thirteen years of age it was 18. A 
graph compiled from the results of investigating 4,521 
children showed that boys tended to become immune more 
readily than girls. In a series of 363 persons who did 
not react to the Schick test, and on whom 832 re-tests 
were carried out, a change of reaction was found in only 
eight. Dr. Bull thought that these changes all fell within 
the limits of experimental error. The change of response 
to the Schick test from “negative” to positive, though 
rare in Dr. Bull’s experience, would tally with the observa- 
tion that certain children, said to yield no reaction to the 
test, did contract the disease. She thought it undeniable 
that a border-line immunity might show considerable 
variation. It was possible that in time of diphtheria 
prevalence one might test a child who was reacting to a 
subinfective dose and who was temporarily immune, but 
whose wavering immunity might easily go down before 
an overwhelming dose of infection. 

Describing anatoxin, Dr. Bull stated that it was a diph- 
theria toxin detoxicated by formalin and heat. Its 
distinguishing quality was that it retained the power of 
stimulating antibody production although its toxic 
qualities‘ were entirely destroyed. Another important 
observation was the development, hand in hand with that 
of immunity of a lesser but quite formidable degree, of 
sensitization to some product of the diphtheria bacillus. 
This sensitivity was somewhat similar to that shown by 
persons suffering from hay fever or asthma who were 
sensitive to pollens and other substances. A high degree 
of anatoxin sensitivity, in Dr. Bull’s experience, might be 
associated with the carrier state in a child wholly or 
partially protected against the diphtheria toxin. There 
was also an increase in the proportion of anatoxin-sensitive 
persons. Fortunately this sensitivity was usually asso- 
ciated with immunity and was not likely to cause any 
trouble unless indiscriminate immunization were 
attempted. 

Turning to methods of treatment, Dr. Bull stated that 
in the schools their usual practice was to do both a Schick 
and a sensitivity test on the first visit, to record the 
result of the sensitivity test twenty-four hours later, and 
the result of the Schick test in one week. Those reacting 
to the Schick test and not fo the anatoxin were given 0-5 
cubic centimetre of anatoxin as a first dose and 1-0 cubic 
centimetre after an interval of one month. Children who 
reacted to both tests were usually given a small dose if 
the sensitivity was moderate; or the dose was omitted if 
the sensitivity was at all pronounced. The results of re- 
testing after two doses of anatoxin had been given were 
remarkably good; in over 400 cases analysed 88% of 
children had developed immunity when retested during 
the following year. 

In discussing immunization in infants and pre-schoci 
children, Dr. Bull said that over 200 infants from six to 
eighteen. months of age had been immunized in institu- 
tions and over 850 pre-school children had been treated 
at health centres. ; 

In conclusion, Dr. Bull stated that during the five years 
that anatoxin had been in use, only seven cases of. diph- 
theria had oecurred in persons who had received a second 
immunizing dose more than three months previously; one 
of these cases was doubtful and none was severe. 
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Tuberculosis Bureaux. 


Dr. Grorcz Core (Geelong) read a paper in which he 
discussed the administration of tuberculosis bureaux in 
small centres of population. He said that in Victoria it 
was intended to establish a chain of tuberculosis bureaux 
—three in the metropolitan area and one in each large 
country centre. So far there were two in the metro- 
politan area and one each at Geelong and Bendigo. Dr. 
Cole showed a table in which he had set out the death 
rates from tuberculosis in Bendigo, in Geelong, in the 
whole of Victoria, in Hobart, in Launceston and in the 
whole of Tasmania. He showed from the figures in this 
table that if it was necessary and possible to open tuber- 
culosis bureaux in provincial towns in Victoria, the same 
necessity and possibility existed in Tasmania. 

Dr. Cole pointed out that a tuberculosis bureau was 
not an attempt to take the treatment of pulmonary tuber- 
culosis out of the hands of the general practitioner; nor 
was it intended to be a sort of supernumerary out- 
patient department. It was not an addition té the ranks 
of the charitable institutions. It was a centre for observa- 
tion and diagnosis, particularly early diagnosis, a centre 
for special treatment and after-care, and it was also an 
information bureau and an educational centre. Dr. Cole 
described the type of patient who was suitable for 
attention at a tuberculosis bureau, and showed that in 
each instance there was no competition with the general 
practitioner. He did not suggest that every tuberculosis 
officer must know more than or even as much as the 
general practitioner about the early diagnosis of pulmonary 
tuberculosis, though in course of time he doubtless acquired 
some extra knowledge, but he had the advantage of being 
able, by virtue of the circumstances in which he worked, 
to concentrate on the problem of excluding or establishing 
the possibility of infection. ‘ 

Dr. Cole discussed the need for more definite provision 
for the ex-sanatorium patient in the way of a special 
pension. The Commonwealth invalid pension provided 
for the totally and permanently incapacitated, but many 
tuberculous patients did not come into this category. They 
might be permanently and partially unfit, or they might be 
temporarily and totally unfit. In either case though they 
required assistance, they were ineligible for an invalid 
pension. What was required was some form of pension 
which would provide for varying degrees of disability and 
so help those whose prospects were good, on their way 
back to recovery, so that they would not be obliged to 
undertake full work before they were physically fit to do 
so. In its educational work the bureau had the assistance 
of a nurse; Dr. Cole gave a résumé of the duties of the 
nurse. 

In the last portion of his paper Dr. Cole gave a short 
history of the foundation of the bureaux at Geelong and 
at Bendigo and of the financial cost of running them. 
He concluded that in any community of 30,000 to 50,000 
persons there was scope for systematic anti-tuberculosis 
measures. At the same time he insisted that the success 
of tuberculosis bureaux depended largely on the coopera- 
tion of the practising members of the medical profession. 


Dre. C. N. Arxrns (Hobart) stated that the high 
incidence of tuberculosis in Hobart was due to the fact 
that the sanatorium in Hobart served the whole of the 
south of Tasmania. He was of the opinion that it was a 
distinct advantage to send tuberculous patients to a warm 
climate owing to the fact that the patients could get out 
in the morning and in the evenings in the fresh air, 
whereas in cool climates they were compelled to remain 
indoors during these parts of the day. 

Dr. Jane Gre (Melbourne) congratulated Dr. Cole on 
his interesting paper. It was her experience that acute 
cases of tuberculosis always left a series of cases behind 
them. It would be interesting to see how many people 
became affected after being in association with open cases. 

With regard to Dr. Cole’s remarks about not inter- 
fering with the rights of private. medical practitioners, 
it was her experience that many doctors kept tuberculous 
patients under observation for unduly long periods, very 
often without coming to a definite conclusion, and an early 
diagnosis was thus not made. Many of these patients 


would like to get another opinion. It was her view that 
the patients should come to the tuberculosis clinic as 
early as possible. The patient could always, of course, 
be referred later to the private practitioner. It appeared 
to her that they would be helping convalescent patients 
best if they could choose suitable occupations for them. 
Perhaps it would be possible to reserve certain positions 
for them. When they took these positions they should be 
kept away- from contact with other people as far as 
possible, for although they were convalescent, there was 
always the risk of their relapsing. The results of treat- 
ment of teachers in the Education Department who were 
affected with tuberculosis were not as good as was antici- 
pated and the mortality rate was still too high. Their 
experience in the Education Department showed that the 
incidence of tuberculosis amongst teachers was as follows: 
for men, one in every two hundred and ninety-two; for 
women, one in every three hundred and sixteen. 


Dr. H. M. Murray (Melbourne) stated that in Victoria 
they had as yet no complete tuberculosis scheme. There 
were no arrangements in regard to providing suitable 
occupations for convalescent patients. In conditions of 
financial stress when beds were scarce, it was most 
important to send only suitable patients to the sanatorium 
for treatment. It was his experience that many patients 
were sent to sanatoria who should not be treated there. 


Dr. T. Gopparp (Hobart) desired to express his appre- 
ciation of the paper. Twelve years of experience in the 
local sanatorium, showed that it was difficult to have 
patients admitted early. He would like to know what was 
the best procedure to adopt in regard to treating patients 
with pleurisy with effusion. These patients if sent to 
sanatoria had to be notified, and to this the family as a 
rule strongly objected. 


Dr. Guy Grirrirus (Sydney) said that with regard to 
Dr. Goddard’s inquiry concerning patients suffering from 
pleurisy with effusion, he had no doubt that they should 
treat such cases as tuberculous unless some other cause 
could be ascribed. The best method of determining 
whether the condition was tuberculous was by the use 
of tuberculin tests. With regard to removing the fluid, 
the best procedure in his opinion was to remove twenty 
or thirty cubic centimetres of fluid at a time and admit a 
corresponding amount of air. An artificial pneumothorax 
would thus be produced. The removal of a large amount 
of fluid at one operation was distressing to the patient. 
He was very glad to hear that Dr. Cole insisted on the 
close and friendly cooperation of members of the profes- 
sion. It was better for the community that there should 
be friendly relations between official medical officers and 
private practitioners. He was also very pleased to hear 
that the profession in Victoria had been able to obtain 
State aid towards the establishment of tuberculosis 
clinics. His experience was that the tuberculosis clinic 
which was associated with the public hospital was able 
to do better work than a clinic separated from the public 
hospital. He agreed with Dr. Cole that it was better to do 
away with the word “tubercular” or “consumptive” when- 
ever possible. He also cordially agreed with Dr. Cole that 
nothing surpassed tbe value of a tactful nurse. She could 
actually do wonders. Her work would lie in the education 
of the household in regard to food and fresh air et cetera, 
and she could entice all contacts to the clinic where they 
would be examined. Every contact should be tested with 
tuberculin not only once, but if necessary on subsequent 
occasions. It was his strong belief that if they tested 
each child of tuberculous parents with tuberculin, they 
would be able to find out those who had been infected 
before any physical signs developed. He was always very 
pleased to be able to assure a patient who came to a 
tuberculosis clinic and who was found to be suffering 
from non-tuberculous conditions such as hydatids, that 
he was not infected with tubercle bacilli. 


Dr. Cole, in reply to Dr. Atkins’s remarks regarding 
sending tuberculous patients to a warm climate, stated 
that what he had in mind was that sometimes a family 
doctor, after making his diagnosis of tuberculosis, had 
advised the patient to go north in a vague sort of manner. 
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This going north might mean that the patient would go 
to a suitable district, but it might also mean that the 
patient would go to an unsuitable district; for example, 
the Mallee, where dusty conditions were very prevalent. 
He found it very difficult to determine actually how many 
contacts had been infected from active cases. He could 
not agree with Dr. Greig’s remarks in regard to patients 
coming to the clinic without reference to the family prac- 
titioner. He thought that the ordinary ethical rules of 
conduct should prevail. With regard to cases of pleurisy 
with effusion, and also cases which gave a positive tuber- 
culin reaction and the very doubtful cases, the question of 
whether they should be notified was very doubtful. There 
was a stigma attached to notification. This question of 
notification presented a very real difficulty in small country 
towns. 
Typhoid Fever in Hobart. 

Dre. C. N. Arxins (Hobart) demonstrated a chart 
showing the incidence of typhoid fever in Hobart. He 
said that this was the work of Dr. Gregory Sprott, his 
predecessor in the position of Medical Officer of Health 
for Hobart. The incidence rate, it would be seen, had 
changed, upon the introduction of underground drainage, 
from 86 per 10,000 in 1898 to nothing at all in 1933. This 
was a very remarkable figure. He was well aware of the 
fact that typhoid fever had been exterminated in other 
parts of the world, with equally dramatic suddenness, but 
this was additional confirmation of that knowledge, and 
for that reason was worth recording. Two causes in the 
world were apparently responsible for the successful 
attack upon typhoid fever—improvement in drainage 
systems, and immunization. As was well known, typhoid 
fever killed more men in the South African War than 
did bullets. In the Great War the disease was almost 
unknown. 

Dr. T. Gopparp (Hobart) stated that as a practising 
physician in Hobart it was very rare for him to see a 
case of typhoid fever. 

Dr. Mary De Garis (Geelong) stated that she had not 
seen a case in her practice in the last fourteen years. 
While engaged in practice at Tibooburra in New South 
Wales she had met with several cases of typhoid fever 
which in her opinion were definitely due to infected 
water supply. 

Proresson Harvey Sorrow (Sydney) stated that the 
rural districts in Australia compared badly with those of 
the rest of the world. Dr. Joseph Bancroft, of Queens- 
land, was the first person to observe the importance of 
the carrier. It was not till 1902 that Koch scientifically 
demonstrated the significance of the carrier. It was 
Professor Sutton’s impression that in Australia water 
contamination was not such an important factor 
in the incidence of typhoid fever as fly contamina- 
tion, and he was of the opinion that the 
importance of water infection had been over-estimated. 
Perhaps it might be different in the future. As a rule 
typhoid fever in Australia had been associated with young 
men. Sewerage had no doubt practically exterminated 
typhoid fever. Hobart deserved every congratulation on 
the results obtained. 


Dr. A. R. Sournwoop (Adelaide) desired to congratulate 
Hobart on the excellence of the results. With regard to 
Professor Harvey Sutton’s remarks concerning water 
contamination, he would like to point out that recently 
at Malton in Yorkshire, England, a series of cases of 
typhoid fever had been found to have their origin in an 
infected water supply. There was not much typhoid fever 
in South Australia. The cases that did occur came mainly 
from institutions such as mental hospitals. A small 
epidemic had occurred amongst a gang of railway workers. 
It was found on investigation that a carrier who had had 
typhoid fever twenty years previously was the cause. 
The typhoid bacilli were recovered from the bile of the 
carrier by means of the duodenal tube. The carrier’s gall- 
bladder was subsequently removed by operation, and later 
examination failed to reveal the presence of typhoid 
bacilli in the urine or the stools. Fly con was 
no doubt the important factor. 


Dr. G. Core (Geelong) stated that he would also like 
to congratulate Hobart on the magnificent result. It was 
one more proof of the value of installing sewerage. His 
experience was that water contamination had not been 
an important factor in causing the small typhoid out- 
breaks that occasionally oceurred in the western districts 


of Victoria. In one small outbreak a carrier five and a 
half years old was the cause. He had read that the 
medical officer of health at Johannesburg in South Africa 
had had good results in treating carriers by the oral 
administration of typhoid vaccine prepared in pill form, 
each pill containing forty million bacilli. He had secured 
some of these pills to give to the youthful carrier, but 
was very disappointed to find after receiving the pills 
that the child, who had frequently given positive results 
for typhoid bacilli, then gave “negative” results. 

In The British Medical Journal about two years ago 
there was an article by a bacteriologist in Belfast who 
had found, typhoid bacilli in the sewage, although very 
few cases of typhoid fever were being treated at that time. 
This suggested that carriers were more numerous than 
was believed. 


Dr. H. M. Murray (Melbourne) asked Dr. Atkins whether 
there had been any alterations in the boundaries of Hobart 
since the chart had been started. 


Dr. Atkins, in reply, stated that the city boundary had 
not been altered. The incidence of typhoid fever in the 
rural districts had been in the past, and still was much 
higher than that of Hobart. With regard to Professor 
Harvey Sutton’s remarks regarding the first person to 
point out the importance of the carrier, he would like 
to say that a Dr. Hall who lived in Hobart in about 1850 
referred to the importance of the carrier. 


Aeroplanes and Infectious Disease. 


Dr. J. H. L. Cumpsron, Director-General, Commonwealth 
Department of Health, gave a short address in which he 
dealt with the possibility of infectious diseases being 
introduced into Australia by persons conveyed in 
aeroplanes. 

Dr. Cumpston stated that this matter had been receiving 
consideration since the international conference. Since 
1926 a code has been drawn up in the form of a national 
treaty, deposited at the Hague. This code dealt with the 
measures to be adopted when dealing with the passage of 
aircraft from one country to another. The measures to 
be adopted were left largely to the countries concerned. 

The Dutch had been running weekly air services from 
Amsterdam to Batavia. Then there was the recently 
established British mail service to Singapore. It had 
not yet been decided as to whether that service would go 
directly to Australia or whether there would be a section 
from Singapore to Cootamundra, or from Darwin to 
Cootamundra. The aeroplane on arrival in Australia, 
however, whether it came from England direct or from 
Singapore to Australia, would come through Darwin to 
Burdam. From Burdam there would be a plane service 
to Perth and then another service down through 
Charleville to Cootamundra, and from there, probably 
on branch lines, to Sydney and Melbourne. 

Dr. Cumpston referred to the extent of the disease risk. 
He said that the proposed air services would probably go 
through Sourabaya and Koepang and then to Darwin. Of 
the diseases likely to come to Australia, plague had to be 
considered. The inclusion of a rat was not likely in the 
cargo of an aeroplane, nor was it likely that a person 
suffering from plague would want to go by aeroplane or 
would escape detection at the medical examination. 

Similarly with regard to cholera, it was not likely that 
a person suffering from cholera would be travelling by 
aeroplane or would escape detection at the medical 
examination. As the aeroplane would not be carrying 
coolie crews, it was not likely that leprosy would be 
transported. 

With regard to smallpox in Singapore and Java, there 
was no smallpox, since it was controlled by vaccination. 
There was very little plague in Singapore, and also very 
little plague in. Java in the port areas; the same thing 
applied to Koepang. The result was that the aeroplanes 
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would travel through countries which were practically 
as free from disease as Australia. 

With regard to malaria, this had practically been 
banished from Singapore, and there was not a great deal 
in Koepang. In any case, people who often had malaria 
still travelled from New Guinea. 

The probability of the introduction of yellow fever into 
Australia was very remote. All people leaving the aero- 
dromes in these countries, Singapore, Sourabaya and 
Koepang, would have to be vaccinated and would undergo 
strict medical inspection. Provision would be made to see 


that the aeroplanes were free fram mosquitoes .so that 
when a person arrived by aeroplane in Australia he or 
she would be vaccinated and would have been medically 
inspected on four occasions. These arrangements had 
been made with the approval and cooperation of the 
Singapore and Dutch authorities. 

In conclusion, Dr. Cumpston said that this matter had 
been engaging the attention of the Commonwealth Depart- 
ment of Health for the past five years and the system that 
was being introduced was rational and applicable to such 
conditions as were likely to be met with. 


Cancer of the Large Intestine. 


Dr. Bronte SMEATON (Adelaide), in his presidential 
address, discussed the diagnosis and treatment of cancer 
of the large intestine. He said that the diagnosis of 
cancer of the rectum was made by digital examination or 
with the sigmoidoscope when the appearance of blood and 
mucus and the presence of rectal tenesmus had disturbed 
the patient. The diagnosis of cancer of the colon and 
caecum was more difficult. The presence of altered blood 
in the motions, whether the blood was visible or occult, 
was very trustworthy; the outline of the intestine as 
shown by an opaque enema or by the injection of air, 
disclosed diverticula and dilatation, with contraction of 
the lumen and filling defects. 

Treatment resolved itself into two problems—the relief 
of the obstruction and the removal of the growth. If 
obstruction was complete only a brief operation was 
permissible. Dr. Smeaton enumerated the different types 
of operation used in these circumstances. If obstruction 
was incomplete and could be overcome by enemata and 
purges, the problem was only that of the removal of the 
growth, and, if possible, the festoration of the lumen of 
the bowel. In cancer of the rectum obstruction was 
rarely present. The operations for excision of part of 
the rectum with the retention of natural control had so 
seldom succeeded that the establishment of a permanent 
artificial anus and complete removal of the canal below 
it was the standard method. When this operation was 
done in one stage it was a formidable procedure in the 
hands of any but an expert. There was some variety in 
the methods of apportioning the two-stage operation. A 
convenient way was to cut across the pelvic colon and to 
bring the proximal end out of the abdominal wall through 
a split muscle incision. The distal loop was then 
devitalized by clamping and dividing its mesentery well 
down in the hollow of the sacrum. The length of detached 
bowel could then be inverted and rolled into its own 
lumen until the growth was reached. A purse string 
suture kept the bowel shut away from the peritoneal 
cavity. Some days later the anus and rectum were 
removed by the perineal route. Cancers of the rectum 
beyond removal were treated by colostomy and irradia- 
tion of the growth. 

Dr. Smeaton did not distrust the wisdom of immediate 
anastomosis of the large intestine. He closed the divided 
ends and did a lateral anastomosis. He quoted several 
cases illustrating the method adopted by him. Prolapse 
of the mucosa and herniation of the abdominal wall were 
the bugbears of those who were doomed to an abiding 
artificial anus. Prolapse seemed less likely to occur if 
the bowel were cut across and brought through the 
abdominal wall at right angles to the surface and sutured 
to the aponeurosis rather than to the skin. 


Dr. B. T. Zwar (Melbourne) congratulated Dr. Smeaton 
on the choice of his subject and on its presentation. It 
was one eminently suited for a gathering of members of 
the British Medical Association, constituted as it was 
of specialists and general practitioners, The matter of 


Section : Surgery. 


diagnosis referred to by him was one of special importance. 
It was the earlier diagnosis or earlier recognition of both 
cancer of the rectum and cancer of the colon which was 
likely to yield to a more satisfactory result in their 
treatment. 


With regard to the diagnosis of cancer of the rectum, 
English, European, and American surgeons were in general 
agreement that less than 50% of cases of rectal cancer 
were operable when the patient came into the surgeon’s 
hands, and many of the cases of cancer of the colon did 
not reach the surgeon until they had reached the stage 
of intestinal obstruction—a late stage in their progress. 
A gathering such as that at the Congress should furnish 
an opportunity of appeal to all members for their coopera- 
tion in the earlier recognition of these diseases. It was a 
matter of experience that patients with advanced rectal 
cancer presented themselves for treatment at hospital who 
had been under medical care for a considerable time and 
in whom no proper investigation has been carried out. The 
Same was true of cancer of the colon. The importance of 
a full rectal, proctoscopic or sigmoidoscopic examination 
in all patients of.advancing years with any signs or 
symptoms of rectal disease could not be too strongly 
emphasized, and again with regard to carcinoma of the 
colon it had to be realized that patients between forty 
and sixty years of age did not depart from a condition 
of normal health without grave cause, and that the 
presence of occult blood in stools, X ray and sigmoidoscopic 
examinations might frequently reveal an early carcinoma 
of the colon responsible for such departure from normal 
health. Its early detection would make the whole operative 
risk, operative procedure and surgical outlook entirely 
different from what it would be if such a condition was 
allowed to proceed to the stage of causing intestinal 
obstruction. 


Regarding treatment of cancer of the rectum, once the 
presence of cancer of the rectum had been established, it 
had to be realized that it was impossible to gauge the 
extent of involvement of peritoneal glands or the presence 
of metastases by a mere rectal examination. When cancer 
of the rectum was apparently not inoperable as a result 
of local investigation it was essential that the first stage 
in the operation should be a laparotomy. This allowed of 
a full exploration regarding glandular or other involve- 
ment. If on such an exploration it was found that the 
condition was inoperable, it was best to allow the patient 
to carry on as long as possible without any artificial 
opening. If, however, the condition proved to be operable, 
the surgical treatment resolved itself into an abdomino- 
perineal excision, or a perineal excision after a pre- 
liminary colostomy. In any case, a colostomy was 
necessary. The abdomino-perineal operation was the more 
radical. The rectum, pararectal glands, pelvic cellular 
tissue, pelvic colon, mesocolon and glands had to be 
removed en bloc. 

Methods. of local resection and reunion and reestablish- 
ment of the rectal canal were still practised by some, but 
as a rule that meant incomplete removal. Some methods 
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of establishment of continuity might be possible after 
removal in some cases. Methods of sacral excision on 
the lines of Kraske had been abandoned. The two-stage 
perineal operation generally associated with Lockhart 
Mummery’s name had a lower death rate than the 
abdomino-perineal operation. It was less complete and 
especially for high rectal growth was less suitable. 

Regarding the use of radium, the radiosensitivity of the 
cells of adeno-carcinoma of the rectum had been shown 
to be only slightly higher than that of the normal mucosa. 
Intracavitary application had proved unsatisfactory. 
Interstitial implantation had given better results. 

In discussing surgery of the colon, Dr. Zwar said that 
it was an established principle in surgery of the colon 
that resection with immediate anastomosis should not be 
carried out in the presence of acute obstruction. Here an 
artificial anus was frequently life-saving. On the other 
hand, a one-stage operation was the most satisfactory 
when it could be carried out, and the aim should be to 
give surgical relief before obstruction occurred. This 
emphasized the great importance of early diagnosis. 

When obstruction occurred it was either acute, chronic 
or partial. When the obstruction could be relieved by 
means of enemata, diet or drugs, the aim should be to 
relieve obstruction in this way and to treat the condition 
by resection. If such relief was not possible, then an 
artificial anus with subsequent resection had to be the 
method of procedure. 


Dr. B. Kirvineron (Melbourne) agreed with the necessity 
for early diagnosis in carcinoma of the colon. At present 
patients reporting with an advanced carcinoma were great 
handicaps to the surgeon. Every case of disordered bowel 
action in a middle-aged person, especially if accompanied 
by slight loss of weight or energy, demanded a full 
investigation. Often this was not carried out, even a 
rectal examination being omitted. With regard to tumours 
high up beyond the range of a sigmoidoscope, a barium 
enema often showed a narrowing or a filling defect. 

With regard to treatment, there were two groups of 
cases. First, those discovered before obstruction 
occurred were more common on the right side, where the 
bowel contents were fluid. Retention occurred before 
obstruction could be noted clinically. It was of great 
advantage to improve the drainage of the obstructed 
bowel by insuring regular evacuations for several days 
or a week or more prior to operation. At the operation 
one could do an end-to-end or a side-to-side anastomosis, 
but some provision should be made proximal to the line 
of suture to prevent gas pressure. For instance, an 
ileostomy, caecostomy or colostomy should be performed. 
Dr. Kilvington regarded this as a necessity in every 
ease. In the second group, that of patients with obstruc- 
tion, the lesion was mostly in the rectum or the descending 
colon. Here an attempt should be made to remove the 
growth and to do an anastomosis at one sitting. In the 
desperate gases one had to be content with opening and 
draining the bowel. An attempt could then be made to 
find out whether the condition was operable, more especi- 
ally by examining the liver and mesenteric glands, pro- 
vided that the patient’s condition was _ sufficiently 
satisfactory. 

With regard to technique, the Mikulicz operation was 
going out of favour. This was in great measure due to the 
fact that the growth had to be brought out of the 
abdominal wound. This was often difficult and sometimes 
impossible. Furthermore, there 
implantation of tumour cells in the abdominal wound; 
this had been estimated as occurring in 2% of cases. 
The ideal operation was to tie off the mesentery, remove 
the growth, bring both ends of the colon together in the 
wound and trust to the establishment of continuity later 
on. Dr. Kilvington stressed the fact that frequently 
multiple operations alone could save the patient’s life. 
It was possible to get a mortality of 10% in operations for 
carcinoma of the colon. With carcinoma of the rectum 
the percentage was higher; and with close cooperation 
and early diagnosis it should be possible to get a total 
mortality of about 15%. 


was a great risk of 


Dr. H. W. Sweetnam (Hobart) agreed with the state- 
ments with regard to early diagnosis. This was some- 
times very difficult, as patients seldom reported till the 
growth was far advanced. Another difficulty was that 
there were often no symptoms for a long time. He remem- 
bered several cases in which he had found a symptomless 
carcinoma of the large intestine when operating for other 


conditions. In one case laparotomy had been carried out 
for the removal of a supposed ovarian tumour which 
turned out to be an inoperable carcinoma of the bowel. 
Most cases were well advanced before medical advice 
was sought. With regard to technique, he was a strong 
believer in carrying out decompression in all cases, 
whether early or late, even though dilatation was not 
present. By this means mortality was much reduced. 
As a means of depression he preferred caecostomy. 
Subsequent operative procedures were rendered more 
simple and gaseous distension was prevented. 


Dr. G. E. CLemons (Launceston) referred to a modflica- 
tion of the abdomino-perineal operation which had not 
been mentioned by previous speakers and which he thought 
should be brought to the notice of surgeons. In all female 
patients suffering from rectal carcinoma, after mobiliza- 
tion of the rectum and sigmoid colon it was nearly always 
possible to avoid the usual subsequent perineal operation, 
with its associated long delay in healing, by incising the 
posterior vaginal wall, if the growth was sufficiently 
mobile, invaginating it into the vagina and then removing 
it per vaginam. This operation had been recommended by 
Victor Bonney in The Lancet. Seven or eight years ago 
Dr. Clemons had performed it on two or three occasions 
with results which were satisfactory both to himself and 
to the patient. He had great hopes that early diagnosis 
would be made in many cases on account of the new 
methods now in vogue of treating hemorrhoids. Patients 
now came more often to a general practitioner for the 
treatment of hemorrhoids by injection, and he then had an 
opportunity of carrying out the examination and deter- 
mining whether any rectal carcinoma was present. 


Dr. T. W. Lipscoms spoke particularly of the urgent 
treatment of patients showing absolute obstruction. There 
were three types of growth: (i) those of the caecum, the 
cauliflower type; (ii) those of the transverse and 
descending colon, the ring type; (iii) those of the rectum, 
the sleeve type. 

With the type first named one usually got much earlier 
symptoms than with other types. They did not usually 
lead to absolute obstruction, however. Most of the cases 
of complete obstruction were due to the ring or the sleeve 
type, and 90% were due to growths from the middle of 
the transverse colon onwards. The patients were always 
very ill, and he believed that exploratory laparotomy was 
wrong. Sir Alexander MacCormick always said that the 
only operation should be an immediate ascending 
colostomy. He used the lumbar route, the blind operation 
with a Paul's tube, as a life-saving measure. Two or three 
weeks later, when the patient’s condition had improved, 
it was possible to open up a clean virgin abdomen. 


Dr. Arcure AsPINALL (Sydney) brought up two points. 
First, he had seen quite recently four cases of carcinoma 
of the ascending colon. In each of these the symptoms 
had been gastric and the patients had been treated for 
gastric complaints. They all had profound anemia, but 
none had bowel symptoms. The anemia was associated 
with a lemon colour. Secondly, in the treatment of the 
colostomy wound his own experience was that a daily 
soap and water enema with a morning wash-out through 
the colostomy wound was the most satisfactory method. 


Dr. L. W. MeKnror (Brisbane) entered a plea for early 
diagnosis. Fifty per centum of patients applied too late, 
and it was an anachronism that this state of affairs should 
exist. This term was also applicable to the fact that so 
many patients had not had a rectal examination carried 
out; this was a stricture upon the medical profession. 
It was the more deplorable because symptoms were often 
specifically rectal. 

With regard to the early symptoms, often the very 
earliest was a change in the patient’s colour, and then 
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came loss of strength and loss of weight, in that order. 
If any of these were present in a patient with bowel 
symptoms, sigmoidoscopic examination should be carried 
out. If papillomata were seen, one should immediately 
suspect malignant disease and cafry out investigations by 
the usual means. Dr. McKillop agreed entirely that 
permanent colostomy was necessary in practically all 
cases. It was surgically wrong to try to escape doing this. 
With regard to cancer of the pelvic colon, Dr. Smeaton 
had spoken of a technique in which he cut the bowel across 
some distance from the growth and invaginated the bowel 
into itself. He thought it was better to cut the bowel 
closer to the growth. 

Dr. McKillop further remarked that one danger after 
anastomosis was leakage. He made it a routine to sew a 
tube into the anus. This overcame post-operative spasms 
and accumulation of wind. He further mentioned that the 
Queensland Cancer Trust had devoted much attention to 
the education of the public, and there was no false modesty 
about their propaganda regarding cancer of the rectum. 
He could confidently say that patients were now being 
seen at a very much earlier stage than previously. 


Dr. Bronte Smeaton, in his reply, thanked the meeting 
for the discussion, which had been full of information to 
him. He referred to one or two points which had been 
brought up. With regard to Bonney’s technique, the sug- 
gestion was quite new to him, and it should be a valuable 
procedure in female patients. With regard to invagination 
of the bowel mentioned by Dr. McKillop, the cutting off 
of the bowel close to the growth would be advantageous. 
Sometimes invagination presented difficulties, as the mass 
of bowel was rather large. The only difficulty with Dr. 
McKillop’s suggestion was that often, after the mesentery 
had been divided, some bleeding was apt to occur if the 
incision was made too close to the growth, and the bleeding 
was often difficult to control. There was also less 
sloughing in the intestine in the piece of rectum which 
was removed at the second stage. He was interested in 
Dr. Sweetnam’s remarks regarding the permeability that 
some growths had at a late stage. He recalled a patient 
upon whom he had operated, whose first symptom had 
been complete intestinal obstruction, due to a date stone 
having been caught in a ring carcinoma through which, 
up till then, the b wel had been functioning well. The 
reason for the diarrhea often seen in these patients was 
that the bowel contents had to be fluid to get through. 


Transurethral Resection of the Prostate. 


Dr. S. Harry Harris (Sydney) discussed the scope and 
limitations of the new transurethral electro-surgery of the 
prostate, the so-called prostatic resection. He said that 
the success of the present type of instrument had been 
rendered possible not only by the improvement in the close 
vision lens system of the modern cystoscope, but also by 
the adaptation of the high frequency cutting current to, 
and its application by a movable loop within, the confined 
field of a new type of operating cystoscope, the prostatic 
resectoscope. In the best type of high frequency cutting 
machines the spark gap had been replaced by the silent 
thermionic valve. The best instrument to be used with 
this type of high frequency generator was the McCarthy 
resectoscope. 

In placing his views before the Section, Dr. Harris 
admitted that they were conservative, possibly more con- 
servative than those of McCarthy himself. In carcinoma 
of the prostate the operation claimed its outstanding 
success, and its results seemed to be exceptionally enduring. 
He had found that the mortality was somewhat higher 
than that of permanent cystotomy, but the results were 
well worth the slightly increased risk. In regard to 
posterior commissural hypertrophy, except in the larger 
types, resection yielded very satisfactory immediate results, 
the smaller sized glands being removed with every prospect 
of cure. Dr. Harris thought that large middle lobes were 
quite unsuitable for this type of operation; regarding 
those of medium size he was doubtful. When the lateral 
lobe and the middle lobe were enlarged, more satisfactory 
results were obtainable than when the lateral lobes alone 
were involved. When the lateral lobes alone were 


involved, removal of the intraurethral projection might 
relieve the obstructive symptoms, but urinary irritability 
was very liable to persist. Patients in the two groups last 
mentioned were better submitted to open prostatectomy. 
In the fibrotic prostate, the prostatisme sans prostate, 
open prostatectomy was neither necessary nor advisable. 
Dr. Harris had had success with Young’s punch, but he 
thought that operation was better carried out with the 
resectoscope, on account of the better control of hemor- 
rhage that it afforded. Resection would also yield good 
results in certain types of post-operative obstruction. 
The operative risk was not trivial. One surgeon in 
America had reported a 15% mortality; this was 
inexcusable. Dr. Harris’s mortality rate was in the neigh- 
bLourhood of 5%; this should and could be improved upon. 
The same preliminary treatment was necessary as for 
ordinary prostatectomy. Dr. Harris concluded by 
describing certain details of the technique of the operation 
and he said that if prostatic resection compelled, as he 
believed it would, a finer attention to detail and the 
adoption of more precise and saner methods of open 
prostatectomy, it would have served a useful purpose. 


Str Henry NEWLAND (Adelaide) extended his congratu- 
lations to Dr. Harris. He himself had had only a limited 
experience of the operation, but had been fortunate in 
that when in London twelve months ago he had seen it 
performed on several occasions and was able to observe 
the results obtained. He had discussed the operation with 
patients upon whom it had been carried out, and the results 
appeared to be very satisfactory. He also had the 
interesting experience of seeing the post mortem specimens 
from two patients who died following the operation. It 
was very interesting to see the channel cut by the resecto- 
scope. He himself had referred a patient to Dr. Harris. 
Five years previously this patient had undergone an 
operation for cancer of the prostate. Ever since then he 
had had hematuria associated with difficulty in micturition 
and a pint of residual urine. During Sir Henry Newland’s 
absence in England, his locum tenens had treated the 
patient by periodic irrigation as occasion demanded. When 
he returned he found that the patient was rapidly becoming 
an invalid and was confined to his home. He referred the 
patient to Dr. Harris, who, after considerable preparation, 
carried out the operation of prostatic resection. The 
patient was now playing golf, passing his urine without 
any trouble. The previous operation carried out on this 
patient was in all probability Young’s punch operation. 
This was done by Dr. Morrison in Edinburgh. He had also 
consulted a medical practitioner in Melbourne, who had 
recommended a permanent suprapubic cystostomy. 


Dr. H. W. Sweetnam (Hobart) said that he had had 
the privilege of looking through Dr. Harris’s instrument 
during the operation of prostatic resection and had been 
most interested. He asked Dr. Harris which operation 
gave the better results in the condition of fibrous prostate, 
that — out with the resectoscope or that with Young's 
punch. 


Dr. Bronte Smeaton (Adelaide) also expressed his 
thanks to Dr. Harris. There was no question at all that 
the operation was a most decided advance. 


Dr. Harry Harris expressed his thanks to Sir Henry 
Newland for his remarks. The operation quoted by Sir 
Henry Newland was very interesting and instructive. 
When Dr. Harris first saw the patient he was very 
doubtful if anything could be done for him. However, 
after four weeks’ catheter drainage he had improved so 
much that operation could be undertaken. 

In reply to Dr. Sweetnam, Dr. Harris said that it was 
immaterial which instrument was used, provided the 
operation was efficiently carried out. The posterior aspect 
of the bladder neck had to be divided right down to the 
fascia of Denonvilliers. Otherwise the trouble would be 
certain to recur. 


The Mortality in Prostatic Obstruction. 


Dr. B. T. Zwar (Melbourne) read a paper on the causes 
of mortality in prostatic obstruction. The subtitle of the 
paper was: “An Investigation into the Causes of the Mor- 
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tality Occurring in Cases of Enlarged Prostate Admitted 
to the Melbourne Hospital.” After giving a brief historical 
introduction setting out the progress of prostatic surgery, 
Dr. Zwar said that individual statistics were not neces- 
sarily a true index of the general improvement in the 
results of treatment of prostatic obstruction. Individual 
results depended a great deal on the specialized facilities 
for treatment and nursing at the disposal of the particular 
surgeon and on his willingness to deal with unpromising 
cases. A much better index could be found in the mortality 
rates prevailing in the general hospitals. In Victoria all 
patients with prostatic enlargement receiving public 
hospital treatment obtained it at general hospitals. 

Many of the patients admitted to the Melbourne Hospital 
made it clear: (i) That urologists and most general 
surgeons recognized that the problem of prostatic obstruc- 
tion was really a problem of the effects of such obstruction 
upon the urinary, the cardio-vascular and other systems. 
(ii) That to the vast majority of the patients and to many 
medical practitioners in general practice the problem 
remained a purely prostatic one, depending on the degree 
of mechanical obstruction and the consequent amount of 
difficulty or inability in urination. Dr. Zwar illustrated 
the truth of the latter statement by showing illustrations 
of several specimens removed at post mortem examination. 

During the eighteen months ended June 30, 1933, 152 
patients suffering from symptoms of prostatic enlarge- 
ment were admitted to the Melbourné*Hospital. Of these, 
124 were submitted to operation. Of those operated on, 
93 recovered—a mortality rate of Of the 28 patients 
not operated on, 15 died after an aVerage stay in hospital 
of three and three-quarter days; the other 18 were trans- 
ferred to country hospitals or benevolent institutions. Of 
the patients successfully operated on, 1 was in the fourth 
decade, 1 in the fifth, 5 were in the sixth, 40 in the 
seventh, 45 in the eighth, 1 in the ninth. Of those who 
died after operation, 1 was in the sixth decade, 12 were 
in the seventh, 18 in the eighth. Of the 93 patients suc- 
cessfuly operated on, 68 had suffered from complete 
prostatic obstruction (retention); of the 31 who died 
after operation, 26 had so suffered. Sixty-two of the 124 
patients, or exactly 50%, had previously manifested signs 
of complete prostatic obstruction, had required attention 
on that account, but had not been regarded as manifesting 
a surgical problem. 

In only some of the cases had investigation in regard 
to urinary tract infection been carried out. Infection was 
recorded as being present in 25 of the 93 patients success- 
fully operated on, and in 9 of the 31 who died. Dr. Zwar 
regarded urinary tract infection as seriously increasing 
the risk of operative interference. Blood urea estimations 
were carried out in 130 of the 152 patients. It was 
recorded in 86 of the 93 successfully operated on; in 36 
of these the reading was over 40 milligrammes per centwm. 
The highest reading was 180 milligrammes. Blood urea 
estimations were recorded in 27 of the 31 cases that ended 
fatally; in 13 of these the reading was above 40 milli- 
grammes, with 305 milligrammes as the maximum reading. 
The results of the urea concentration test and of the 
indigo-carine test were in harmony with the blood urea 
estimations. It was Dr. Zwar’s custom in estimating the 
renal function to rely chiefly on the elimination of indigo- 
carmine as an indication of fitness to undergo operation, 
provided the result of this was not in conflict with the 
patient’s general condition. 

Of the 31 patients who died after operation, post mortem 
findings were available in 18. In 15 instances there were 
definite signs of urinary tract infection, and in 14 of these 
the infection had spread to the renal pelvis, with con- 
sequent pyelonephritis or pyonephrosis. In one instance 
death was due to general peritonitis from a ruptured 
infected diverticulum; one patient died of hemorrhage 
eight days after operation, and two died of broncho- 
pneumonia. In 13 cases no post mortem examination was 
made. In eight death was recorded as due to uremia, in 
three as due to pulmonary embolism, in one to broncho- 
pneumonia; one patient died with acute manifestations 
resembling acute cardiac failure six days after cystostomy. 

In conclusion, Dr. Zwar quoted the low death rates 
reported by several workers. He saw in the 25% mortality 


in the Melbourne Hospital series a need for impressing 
on the medical profession that an obstruction of the 
urinary tract was almost as serious as that of the 
intestinal tract and called early efficient action. 


Dr. J. NEwMAN Morris (Melbourne) read a paper on the 
enlarged prostate. After a few introductory remarks, in 
which he laid stress on the need for early diagnosis, Dr. 
Morris said that during the twelve years 1921-1932 some 
form of operative treatment had been given to 127 men 
with prostatic obstruction at Saint Vincent’s Hospital, 
Melbourne. Of these, 33 died in hospital—a mortality 
rate of 26%, the rate being fairly even over the whole 
period. Since 1927 thirty men admitted to hospital suf- 
fering from the effects of prostatic obstruction were not 
operated on; of these, 11 died. 

Of the patients operated on, 24 were submitted to supra- 
public cystostomy only, and 14 died—a mortality of 67%. 
Suprapubic puncture with trocar and cannula was done 
for two patients and both died. In 31 cases a two-stage 
prostatectomy was done; six died. Of 66 patients pre- 
senting with acute retention of urine as the urgent 
symptom, 24 died—a death rate of 36%; of 61 who did 
not suffer from retention, only 9 died. 

Too many men presented themselves at hospital at too 
late a stage to allow the constitutional effects of prostatic 
hypertrophy to be remedied. It was of the utmost impor- 
tance to realize the serious changes that occurred in the 
patient as the result of the obstruction. The prostate was 
the primary factor. A medical aspect developed which 
threatened the patient’s life and which was often the 
dominant factor. If an enlarged prostate was interfering 
with the complete emptying of the bladder, it had to be 
assumed that secondary changes had already occurred in 
the renal and circulatory systems. The degree of renal 
impairment depended largely on the degree of urinary 
back pressure. In discussing non-operative treatment, Dr. 
Morris said that many men could be given years of com- 
fort by non-operative treatment, and if they could be 
carried through their last years successfully in this way 
it was wrong to submit them to grave operative risk. 

In regard to the selection of patients for operation, men 
who had marked functional troubles or who were other- 
wise condemned to a catheter life should not be operated 
on. . The following conditions rendered operation 
desirable: (i) complete retention of urine, (ii) bleeding 
apart from instrumentation, (iii) cystitis and vesical 
calculus, (iv) interference with health and sleep by noc- 
turnal frequency so that the patient lost appetite and 
weight. 

It was wrong to undertake operation without an exact 
determination of the condition of the patient. Dr. Morris 
discussed pre-operative treatment and laid stress on the 
need for drainage of the bladder in certain cases. He was 
not in favour of primary, ure of the bladder. He said 
that it had been adv ed because of the danger of 
infection travelling in from the skin, but he thought that 
adequate post-operative care would prevent such a 
complication. 

Dr. N. Sutron (Brisbane) expressed his indebtedness to 
the two speakers. His experience in the Brisbane Hospital 
had been very similar to theirs, and he had had a large 
number of patients like those referred to by Dr. Zwar 
admitted to hospital after a long history of urinary trouble, 
in many cases too late for efficient treatment to be carried 
out. In such circumstances it was very hard to lower the 
mortality rate. He emphasized the importance of recog- 
nizing the seriousness of the condition of prostatic 
obstruction. If this was dealt with at an early stage, an 
ideal operation with primary closure could be practised 
with safety and a perfect convalescence would ensue. This 
state of affairs would probably never be wholly attained. 


Dr. M. S. S. EartAm (Sydney) expressed his appreciation 
of Dr. Zwar’s paper, with which he entirely agreed. Many 
patients in the later decades of life appeared to regard 
prostatic obstruction rather as an act of God than as a 
condition which could be relieved by proper treatment. 
Furthermore, many of these patients were often kept under 
prolonged observation by their medical attendants, the 
only treatment being by means of placebos, such as urinary 
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sedatives or antisepetics. At the Royal Prince Alfred Hos- 
pital most prostatic deaths had been due to either uremia 
or sepsis, chiefly the latter. He had had occasion to go 
through the records some years ago, up to 1928, and the 
mortality was up till then much the same as that quoted 
by Dr. Zwar. Since then, however, by careful training of 
the nursing and resident medical staffs, deaths from sepsis 
had been very much diminished, and now they very 
seldom occurred, with corresponding improvement in the 
mortality. With regard to uremia, he was rather sur- 
prised at Dr. Zwar’s mention of eight post-operative 
uremic deaths out of thirty-one. With the routine estima- 
tion of urinal function, which should be carried out in 
all cases of enlarged prostate, uremic deaths should not 
occur. He had been on the staff of the Royal Prince 
Alfred Hospital for three and a half years and had seen 
none occur after prostatectomy. 


Dr. Earlam also expressed his interest in Dr. Morris’s 
paper and commented on two or three points. He was glad 
to hear that Dr. Morris was not a believer in suprapubic 
aspiration of the bladder, as evidenced by the two deaths 
following this procedure which he had quoted. He regarded 
this as a thoroughly bad operation, which should never 
be done unless the patient was far from surgical aid and 
had acute retention of urine which could not be otherwise 
relieved. He did not enfirely agree with Dr. Morris in 
regard to the indications for operation and did not think 
it was possible to lay down in a hard and fast way the 
indications in terms of blood urea or urea concentration 
tests. It was desirable, of course, to have a perfect renal 
function, but in many cases this could not be obtained. 
Some patients who had had prolonged obstruction had a 
permanently elevated blood urea content. Operation should 
not be denied to such patients because their function was 
not normal. Provided that the function was stabilized, 
operation was safe and should be carried out if the 
patient’s general condition was satisfactory. He recalled 
a patient under his care who had been admitted to hospital 
with a bladder distended up to the level of his umbilicus” 
with an incontinence of overflow, who had been vomiting 
for several days and who had a blood urea of about 200 
milligrammes per centum. After gradual decompression 
by an indwelling catheter, some five days being taken to 
empty the bladder completely, the blood urea fell to about 
70 milligrammes and remained there, and some six weeks 
after his admission to hospital, his general condition being 
quite good, suprapubic prostatectomy with primary closure 
was carried out; the patient had an uneventful convales- 
cence and left hospital three weeks later. Cases like this 
showed that it was not necessary for the patient to have 
a normal renal function before he was pronounced fit for 
operation. Dr. Earlam commented further on Dr. Morris’s 
statement that small fibrous prostates should be dissected 
out. With this he disagreed entirely, stating his conviction 
that they should be treated by transurethral operation. 


Dr. Arcure ASTIN ALL. (Sydney) quoted the case of a 
patient who was relieved of acute retention of urine by 
a casualty surgeon and then referred to the out-patient 
department. Having waited ‘there all the afternoon he 
again had his retention relieved. Not being anxious for 
similar delays in the future, he called at a chemist’s shop 
on the way home and purchased a catheter, which he used 
on himself as occasion demanded, sterilizing it by washing 
it in hot water and then carrying it around in his pocket. 
Dr. Aspinall thought that this sort of thing often happened. 


He mentioned also as one very probable cause why 
patients did not report earlier for operation the fact that 
they were afraid of losing their sexual function. 


As a means of gradually relieving a distended bladder, 
Dr. Aspinall called attention to the method of passing a 
catheter, blocking the end and inserting a hyperdermic 
needle through the side wall of the catheter into the 
lumen and letting the urine dribble gradually away. 


In prostatic surgery team work was very hard to get. 
Dr. Aspinall strongly recommended that all prostatic 
patients should be operated upon in the early morning, so 
that during the first twelve hours after operation, a period 
of the greatest importance, they could be under the constant 


observation of the day staff. This had been his own 
practice for some time past. 


Dr. A. E. Coates (Melbourne) mentioned three points in 
the treatment of retention of urine associated with hyper- 
trophy of the prostate. First, he deprecated the practice 
of relieving retention by means of a suprapubic trocar and 
cannula. Of two cases in which he had seen this treat- 
ment adopted, one had ended fatally, while in the other 
extensive sloughing occurred. Secondly, when a pre- 
liminary cystostomy was performed the incision should 
be made as high as possible, even as high as a point at the 
junction of the upper and middle thirds of a line between 
the umbilicus and the symphysis pubis. Failure to attain 
to this point rendered the subsequent operation much 
more difficult. He himself some time ago had lost a 
patient on account of peritonitis following accidental 
opening of the peritoneum, which had happened, despite 
every precaution, in the course of carrying out the second 
stage of a prostatectomy after the incision for the pre- 
liminary cystostomy had been made at too low a level. 
Lastly, Dr. Coates pointed out that forced administration 
of fluids formed an extremely valuable means of treating 
infection and deficient renal function. He himself asked 
his patients to drink a glass of water every half hour, 
which was equivalent to about a gallon a day. This 
procedure reduced the blood urea and increased the 
concentration of urea in the urine. 


Dr. Bronte SMEATON expressed his appreciation of both 
papers and then mentioned two points of importance. 
First, the amount of residual urine was not necessarily an 
index of the degree of back pressure or deterioration of 
the renal function. With large amounts of residual urine 
the renal function was sometimes quite good. Some time 
ago he had asked Dr. Bull, of the Pathological Department 
of the Adelaide Hospital, to investigate that type of 
uremia which was associated with urinery obstruction. 
Dr. Bull found that often there was no gross or microscopic 
change in the kidneys to account for quite extensive 
deterioration in renal function. In this type of case com- 
plete recovery of function occurred if the obstruction was 
removed. Secondly, in almost all cases, patients dying 
of uremia after an operation were a reproach to the 
surgeon. On two or three occasions, however, he had seen 
patients with extremely poor function who improved after 
drainage and were then operated on. Five or six weeks 
later these patients developed almost total anuria with 
uremia. He had seen two or three patients die in this 
manner. 


Dr. B. T. Zwar, in reply to Dr. Earlam, pointed out 
that on the eight patients in the series referred to by 
him who were listed as dying of uremia no post mortem 
examination was carried out. 

He emphasized the fact that the first operation was the 
dangerous one. When the function was established and 
stabilized, the second operation was very much less risky. 
He agreed with Dr. Sutton and Dr. Earlam that infection 
was a point of great importance. His practice was always 
to investigate the type of the infection. With a coccal 
infection the use of intravenous injection of compounds of 
the flavine group, in tlie form of 2% trypaflavine solution, 
was of great value, whether the infection was pre-operative 
or post-operative and whether it was a local wound infec- 
tion or renal infection associated with high temperature 
and rigors. 

With regard to prostatic mortality in general, Dr. Zwar 
felt that something should be done to direct attention to 
the present state of affairs. The death rate should be 
lowered, and he asked all surgeons to recognize this 
problem, This had been his object in limiting himself 
merely to pointing out conditions as they were. 


Carcinoma of the Prostate. 


Dr. C. Gorpon SHaw (Melbourne) read a paper on 
carcinoma of the prostate. He said that carcinoma of the 
prostate should be considered in every patient over the age 
of forty years who presented prostatic symptoms. In the 
last hundred cases of prostatic hypertrophy that had come 
under his observation twenty had been cases of carcinoma. 
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It was important to realize that one in every five or six 
cases of enlarged prostate that were examined was a case 
of cancer. Dr. Shaw was inclined to regard an enlarged 
prostate which caused symptoms before the age of fifty 
as probably malignant. 

The causation of cancer of the prostate, like that of 
cancer elsewhere, was unknown, but it did appear to be 
associated in a certain number of cases with simple disease 
of the gland, such as calculus, inflammation or simple 
hypertrophy. Dr. Shaw suggested that this possible 
association of malignant and simple enlargement should 
always be borne in mind and that every prostate that was 
removed should be subjected to microscopical examination. 

Cancer of the prostate was as a rule of the spheroidal 
type, the cells being in spaces that were separated by a 
varying amount of fibrous stroma. Dr. Shaw described 
two types: the cellular type and the type in which the 
fibrous stroma predominated. He said that the infiltration 
of the cancer cells might occur in several directions: (i) to 
the base of the bladder, causing a nodular infiltration that 
could be seen with the cystoscope; (ii) to the vesicule 
seminales and poserior wall of the bladder; (iii) to the 
capsule of the gland, causing its fixation and spreading 
subsequently to the rectum and laterally, causing oblitera- 
tion of the lateral grooves on each side of the gland. 

The symptoms and signs might be exactly the same as 
those produced by simple enlargement of the gland, but 
in most cases there were indications that would lead to a 
correct diagnosis, provided the possibility of cancer was 
borne in mind. Once symptoms manifested themselves, 
they progressed steadily and relentlessly, and the 
variability of the symptoms or lack of progress such as 
eccurred in simple hypertrophy was not present in malig- 
nant cases. The presence of pain should always suggest 
cancer. Hematuria had been present in half Dr. Shaw’s 
cases. The physical signs of carcinoma might be so 
definite that no doubt existed—enlargement, stony hard 
consistency, infiltration of the capsule, obliteration of the 
sulci et cetera. On the other hand, in many cases the 
definite signs were absent and the diagnosis had to be 
made by a very careful discrimination of slight dif- 
ferences in the gland. In a certain number of cases 
operation would be performed on malignant cases under 
the impression that they were innocent. In such cases 
difficulty in enucleating the prostate or removal of the 
vesicule seminales with the gland suggested that an error 
in diagnosis had been made and a careful microscopical 
examination of the gland should not be neglected. 

Dr. Shaw discussed the treatment of carcinoma of the 
prostate and referred to several methods. Radical 
removal could be carried out with some hope of success 
in a small number of cases. In cases that were not suit- 
able for radical removal great care had to be taken that 
the patient was not made worse by some conservative 
procedure. Interference with a malignant prostate did 
in many cases determine its rapid extension. 

Dr. Shaw thought that up to the present the least 
unsatisfactory conservative operation for a patient who 
was having difficulty of micturition and pain was a 
permanent suprapubic cystostomy. When obstruction 
predominated, the resectoscope was of use, but this method 
was still on its trial. Dr. Shaw’s restilts with radium had 
been very disappointing. He quoted the history of one 
patient, however, on whom suprapubic prostatectomy was 
performed fifteen years ago and in whom he had used 
radium. The patient was still able to do his work; the 
local growth and the infiltration had advanced but slightly. 


Dr. S. Harry Harris (Sydney) stated that on several 
points he had to take very definite issue with Dr. Shaw. 
However, in great part this might be due to different 
conditions of surgical practice obtaining in different 
localities. 

In the first place he referred to the frequency of car- 
cinoma of the prostate. He was uncertain whether the 
20% incidence quoted by Dr. Shaw as occurring in all 
cases of enlarged prostate seen by him was based on the 
microscopic examination of the tissue removed or whether 
the diagnosis was made pre-operatively. As far as micro- 
scopic examination was concerned, one was liable to be 


very much led astray if one took too much notice of such 
pathological reports. In a large series of apparently 
simple cases of prostates removed operatively Professor 
D. A. Welsh had feund 18% showing carcinomatous 
change. Dr. Harris now never had prostates removed by 
him examined pathologically, unless he suspected the 
presence of malignant disease. If a patient clinically had 
a simple enlargement of the prostate and the gland was 
enucleated easily, even if carcinoma was reported to be 
present in it after removal, the patient still did well. 
Dr. Harris then referred to the age incidence. Dr. Shaw 
had stated that if the patient’s age was between forty and 
fifty years a diagnosis of carcinoma was more likely to 
be correct than one of simple enlargement. Dr. Harris 
had seen quite a few patients under the age of fifty years, 
including one aged thirty-five years, suffering from simple 
enlargement. The difference between his own experience 
and that of Dr. Shaw might quite well be due to varying 
local conditions. 

Dr. Harris had always been interested in the question 
of metastasis in bone from malignant disease of the 
prostate. According to the text books this was very 
common, but personally he had seen very few cases 
clinically. The patients who were seen very often appeared 
to suffer a pathological fracture as their first symptom. 
In urological practice, however, it was very rare to see 
secondary deposits in bone. He believed that the condition 
was much more rare than the text books stated. 


As regards diagnosis, Dr. Harris placed far more 
reliance on rectal examination than on any other method 
or clinical sign. A stony hard prostate indicated almost 
certain carcinoma. Sometimes, however, one could be 
led astray. Three years previously he had seen a medical 
practitioner, aged seventy-two years, with a stony hard 
prostate, and had been quite certain that this was 
carcinomatous. He had the patient in hospital for six 
weeks under treatment by means of an indwelling catheter 
and irrigations. At the end of this period rectal examina- 
tion disclosed a normal prostate. The patient had been 
suffering from periprostatitis. He had had another some- 
what similar patient in whom he had made a wrong 
diagnosis of carcinoma and had carried out cystostomy. 
Six months later the prostate was found to be adenomatous 
and was removed. Two other conditions which might lead 
to difficulty in diagnosis were tuberculous disease of the 
prostate and calculi in the prostatic urethra. 


He was surprised that Dr. Shaw had made no mention 
of sarcoma of the prostate. He had seen some cases of 
this. They were large elastic growths. One patient upon 
whom he had operated had had a large soft necrotic growth 
and had died some time afterwards. 


He agreed with Dr. Shaw on the question of partial 
prostatectomy, though some patients on whom he had done 
this operation had done well. One had lived for seven 
years, and quite a number had lived for more than nine 
months. However, he never tried to remove a carcino- 
matous prostate conservatively. With reference to the 
question of the stirring up of malignant disease by this 
procedure, Dr. Harris had never seen this, though he had 
heard quite a lot about it. One patient, however, was a 
possible exception to this statement. He had died of 
generalized carcinomatosis following prostatic resection. 
On the other hand, he had seen the same occurrence after 
a simple suprapubic cystostomy. 

If the wound did not heal up satisfactorily and the 
pathological report indicated the presence of malignant 
disease, the delay in healing was not due to the presence 
of the malignant condition, but to the fact that the 
obstruction had not been completely removed. 


He agreed entirely with Dr. Shaw’s remarks about the 
use of radium. He was satisfied that jt did much harm. 
He had had one sorry experience. A patient had consulted 
him with a carcinomatous prostate and was very anxious 
to live twelve months longer. He advised a permanent 


cystostomy, but was prevailed upon against his better 
judgement to needle the prostate with radium. The patient 
had had an agonizing convalescence and died nine months 
later. 
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Dr. B. T. Zwar (Melbourne) expressed his pleasure in 
hearing Dr. Shaw’s paper and in Dr. Harris’s discussion. 
Dr. Zwar stated that it was his practice at the Melbourne 
Hospital to submit all removed enlarged prostates to the 
pathologist. The pathologist’s findings were at times sur- 
prising in that they showed the presence of malignant 
changes in cases in which they had not been suspected. 
The frequency of the occurrence of such changes con- 
formed with the experience of Dr. Shaw. It had been 
pointed out that these malignant changes might commence 
deeply in one or other of the lobes. The frequency of 
occurrence of malignant changes in enlarged prostates 
was of importance in that it had a bearing on the choice 
of the type of operation to be employed for removal of an 
enlarged prostate. If the occurrence of malignant disease 
was as frequent as was held by a number of observers, 
and if malignant change commenced in the deeper parts in 
any considerable percentage of these cases, then the 
operation of enucleation was to be preferred to partial 
resection by the resectoscope in cases of enlarged prostate. 

Much of the variation of the progress, signs and 
symptoms of a malignant prostate depended on the patho- 
_logical variations of the neoplastic formation. This might 
range from the soft, cellular, rapidly progressing to the 
hard, sclerosing, slowly progressing type. He instanced 
a case of the former causing urinary obstruction within a 
few weeks after what had been regarded by the operator 
as a complete removal of an innocent enlargement. On 
the other hand, he had proved the presence of a malignant 
prostate in a patient who had been explored eleven years 
previously on account of urinary symptoms, and where the 
surgeon had refrained from carrying out prostatectomy 
because he had regarded the prostate as malignant. In 
this patient X ray examination had revealed the presence 
of secondary metastases in the pelyic bones and in the 
humerus. 

He was interested in hearing Dr. Harris’s method of 
dealing with the malignant prostate by means of the 
resectoscope; he was of opinion that the experience related 
by Dr. Harris, in having to repeat resection at short 
intervals in the one case, was consistent with the 
behaviour to be expected in a cellular type of neoplasm 
as against the hard, fibrous, sclerosing type of malignant 
formation. 


Dr. F. P. Sanpes (Sydney) extended his thanks to Dr. 
Shaw for several excellent points that he had brought out 
in his paper. It was very important that the diagnosis 
was often missed because it was not thought of. Malignant 
disease of the prostate was very variable in its viciousness. 
It was very important to bear this in mind when trying 
to estimate the prognosis from the microscopic examina- 
tion of tissue removed at operation. 

The mode of origin of prostatic carcinoma was 
interesting. It did not begin at one focus, but very 
often started in several different parts of the gland 
simultaneously. In the course of examination of 
apparently simple prostates one encourtered an unexpected 
number of such foci. 

With regard to treatment, one should institute a com- 
parison with uterine carcinoma, to which prostatic growths 
were analogous. There were four classes of such growths. 
First of all, the prostate might be apparently affected by 
simple hypertrophy which proved on examination to 
contain early malignant change; in this condition the 
ordinary suprapubic operation gave good results. In the 
second place there were cases in which the pre-operative 
diagnosis was doubtful. Thirdly, there were inoperable 
cases; and fourthly, there were very advanced cases. 

Dr. Sandes next referred to the question of treatment. 
Dr. Gordon Shaw and Dr. Harry Harris had thrown down 
the gage with regard to the use of radium. Personally 
he had not had extensive experience in the radium treat- 
ment of malignant disease of the prostate. However, he 
would say this. In Sydney there was only one urologist, 
Dr. R. J. Silverton, who had had any experience with 
radium worth listening to. He had done some very useful 
work in cases in which the diagnosis was established by 
biopsy, and he was getting some excellent results. Radium 
had suffered very much because the supplies at present 


available were mostly in an unsuitable condition to use 
in the treatment of patients with malignant prostates. 
Most of it was filtered with only 0-5 millimetre of 
platinum and this was not enough for prostatic work. 
There was not enough caustic action and not enough 
filtration. Three millimetres were necessary before better 
results could be obtained. 

Dr. Sandes went on to say that at present the methods 
of irradiation were very imperfect. One man would use 
needles implanted by the suprapubic route; another, 
needles implanted in the prostatic urethra; another, 
needles implanted through an incision in the perineum. 
If proper even irradiation was to be obtained, it was a 
very complex mathematical problem. It was doubtful if 
any surgeon by himself was capable of giving even 
irradiation. It was necessary for efficient treatment to 
implant needles by suprapubic cystostomy and through the 
perineum and also in a urethral catheter. 

He himself preferred malignant prostates to be treated 
by deep X ray therapy. The ordinary filtration with half 
a millimetre of aluminium was not satisfactory. Two or 
three millimetres of copper were required and the irradia- 
tion had to be applied evenly. Four ports of entry were 
usually used, but it was also very essential that perineal 
irradiation should be properly carried out. One radio- 
therapist in Sydney was able to sit the patient on top of the 
X ray tube, which formed a very efficient means of 
irradiation. 

If he himself were suffering from carcinoma of the 
prostate, his choice of treatment would be as follows: 
The first choice would be deep X ray therapy. If this 
were not successful, he would undergo operation by a 
urologist with a view to removal of the gland. Failing 
this, he would have radium therapy. 

There were many different opinions with regard to the 
use of radium, and he was doubtful about the reasons for 
this. He thought that if better apparatus were available 
and the urologists made a concerted attempt to treat 
every individual case thoroughly, a better and saner 
opinion could be obtained regarding the final results of 
the use of radium therapy. 


Dr. Gorpon SHaAw, in reply, thanked those taking part in 
the discussion, which had been very gratifying to him. 
Their views had been very illuminating and helpful in a 
very difficult problem. Dr. Harris had challenged the 
frequency of prostatic carcinoma. He had been willing to 
admit that a 20% incidence might be higher than the 
average in such cases. In the present instance the diag- 
nosis was confirmed post-operatively, and there was no 
question about it. Furthermore, all the cases had occurred © 
in his own practice. There was always the question of 
the accuracy of the pathologists. Many appearances 
might be interpreted by one pathologist as carcinoma and 
by another pathologist as a simple condition. One could 
only take the word of the pathologist. In all the present 
cases the pathological report was checked by the clinical 
evidence and they agreed throughout. Dr. Zwar had con- 
firmed these figures by his own observations. 

Regarding the age incidence, he had never seen simple 
hypertrophy before the age of fifty. This figure was also 
given by Sir John Thompson Walker. He was very 
interested to hear that hypertrophy could occur earlier 
than this. 

With regard to the question of metastasis, it was impos- 
sible to say how frequently this occurred. Often the only 
way to determine this would be by a complete X ray 
examination; without this one could not say in any patient 
that no metastases were present. They might be the first 
sign of the disease, with no or very slight urinary 
manifestations. 

Dr. Harris had mentioned stony hard prostates which, 
though clinically malignant at the first examination, 
cleared up completely. With this he quite agreed. The 
correct thing to do was to make repeated examinations 
with a perfectly open mind. Sometimes at a second exam- 
ination two or three weeks afterwards the feel of the 
gland was totally different. One should not make one 
examipation only. He did not like carrying out repeated 
rectal examinations, but they were really necessary. 
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He was interested to hear that Dr. Harris had given up 
conservative prostatectomy. He was sure that this did 
more harm than good, and he had seen cases definitely 
stirred up by it—the patients developed a large mass in 
the pelvis within a montk or two of the operation. He 
did not think that delay in healing could be always 
attributed to faulty technique. In malignant cases healing 
might take three months or longer. 

He was interested in Dr. Zwar’s remarks regarding the 
stirring up of the disease by interference and its 
chronicity. Regarding these points it was hard to form a 
definite opinion. 

All present must be most indebted to Dr. Sandes. Far 
be it from him to condemn radium treatment as such. All 
he could say was that the treatment at present carried 
out was ineffective. He was very interested to hear Dr. 
Sandes’s remarks regarding the technique of radium 
therapy, filtration and X ray treatment. Team work was 
very necessary; indeed he did not think that the surgeon 
alone was competent to apply radium without the advice 
and help of a radium specialist. 


Fractures of the Neck of the Femur. 


Dr. B. Kirvincton (Melbourne) read a paper on a simple 
method of treating fractures of the neck of the femur by 
the Smith-Petersen nail. He said that the first stage of 
the improved treatment was initiated by Whitman, who 
placed the limb in plaster in the corrected position. The 
two essentials of his method were: (i) prolonged immobi- 
lization in the plaster for at least three months; (ii) the 
reduction of the displacement by fully abducting the hip 
and inverting the foot to an angle of 12° to 15°, in this 
way correcting the two most disabling displacements, The 
next stage was the use of a fixing peg—Nordenbos’s 
method. Then came the Smith-Petersen method. The main 
principle of this method was the use of a triradiate rust- 
less steel peg, which took the place of the peg of the fibula 
used by Nordenbos. The steel peg was about ten centi- 
metres (four inches) in length; its three flanges took 
hold of the bone, especially of the cortex over the 
trochanter, and it remained unabsorbed. Smith-Petersen 
exposed the fracture by dissecting away the joint capsule 
so that the peg could be driven in under direct vision. 
The great disadvantage of this operation was that it was 
fairly extensive. The patients were often old and of frail 
physique, and Smith-Petersen himself had a mortality of 
10% from sepsis. 

The operation that Dr. Kilvington used was a modifica- 
tion of the Smith-Petersen operation. The main points in 
this operation were: (i) the hip joint was not directly 
exposed or opened and only a minor dissection was required 
to expose the outer surface of the great trochanter; (ii) 
to assist bone union the fracture surfaces were impacted 
after the shortening and eversion were reduced, and this 
also avoided the disturbing action of possible pieces of 
periosteum between the fragments. 

Dr. Kilvington described the technique of the operation. 
He said that the patient was anesthetized with nitrous 
oxide and oxygen on the Ord’s apparatus. The leg was 
extended until it was the same length as its fellow. This 
often meant disimpacting the original break. It was 
important not to over-extend the leg, as was very easily 
done. The whole leg was now fully abducted at the hip, 
as was done in the Whitman procedure, and the foot was 
inverted to an angle of from 12° to 15°. When the leg 
was in this position the neck was slightly impacted by 
hitting the trochanter with a mallet. To act as a buffer 
a piece of folded towel or a buffer of rubber was inter- 
posed. Dr. Kilvington regarded the impaction as essential 
to insure bony union; in fracture of any standing it was 
hard to conceive of bony union taking place between the 
two eburnated ends at the fracture line unless impaction 
was effected. The Smith-Petersen peg was now inserted. 
The peg required was chosen by comparing its length 
with the K ray measurement from the trochanter surface 
to the articular surface of the femoral head. If the peg 
was too short or was not driven far enough, it obtained 
a feeble hold. On the other hand, Dr. Kilvington had seen 
the peg driven right into the joint and later on to have 


eroded the acetabulum. Dr. Kilvington said that the peg 
was driven in without any previous drilling and it was 
driven in a horizontal direction or with a very slight 
tilt upwards. 1 

Dr. Kilvington said that he had allowed a patient to 
walk on the day after operation, but he thought that it 
was better to allow fourteen days to elapse before walking 
was allowed. 


Sm Henry NxwWIAND (Adelaide) congratulated Dr. 
Kilvington on the exactitude with which he was able to 
drive the nail into position. He had seen two cases 
operated on by this method by Professor Einar Key last 
year in Stockholm. In the course of these a wire was 
introduced by means of a Kirschner drill. A short incision 
was made on to the great trochanter. The Kirschner drill 
was then employed and the wire passed to the requisite 
extent. After this wire was inserted a modified Smith- 
Petersen nail was threaded over it and passed into the 
trochanter. The first patient, after four or five days, was 
able to raise his leg to an angle of 45°. The second 
patient, who was rather more timid, could just raise his 
foot off the bed twenty-four hours after operation. 


Dr. Gorpon SHAw (Melbourne) regarded it as a most 
important step that the operation had been rendered so 
much simpler by Dr. Kilvington. He considered that the 
method was still quite definitely on trial. 

He thought that there was a very definite advantage in 
the use of spinal anesthesia. Complete relaxation was 
attained, and perfect position was easily brought about. 
A complete operation was a long business and with X ray 
examination might take over an hour. He thought for 
this reason also that spinal anesthesia was more 
satisfactory. 

He also expressed his congratulations on Dr. Kilvington’s 
accuracy in driving in the nail. This could not be done 
by an ordinary surgeon. He had seen a number of nails 
driven in front of, behind, above and below the neck of the 
femur, and even into the joint; the technique was not 
simple. 

With regard to Sir Henry Newland’s suggestion, he 
pointed out that Dr. King carried out the operation some- 
what differently. First of all, a wire was passed through 
the soft tissues behind the neck of the femur. A skiagram 
was then taken with a portable X ray machine. This fact 
alone put the technique far out of the reach of the ordinary 
surgeon, and he did not think that such a surgeon should 
use it, nor should the operation be practised without X ray 
examination. The position of the wire having been 
checked, the trochanter was exposed and a second wire 
inserted parallel to the first into and along the neck of 
the femur. The position of these was checked by antero- 
posterior and lateral X ray examination, and adjustments 
were carried out as required. A Smith-Petersen pin was 
then threaded over the wire and hammered in. The frag- 
ments were impacted and the operation completed. An 
incision only an inch in length was all that was necessary. 

The operation was not troublesome, apart from the time 
element. Every step was checked by X ray examination. 
Dr. Shaw had performed the operation several times with 
quite satisfactory results. 

With regard to the length of time patients stayed in bed, 
his blood ran cold when he heard about them walking 
about after a few days. This might be possible, but-was 
it wise? It was better to wait until there was some bony 
union, say, for six weeks, and then to make the patient 
wear a caliper. 


Dr. Parker (New Norfolk, Tasmania) added his thanks 
td those of the previous speakers. He stressed the prime 
importance of obtaining bony union. In 1929 he had 
attended a combined meeting of the American and British 
orthopedic associations in London, at which there was 
a discussion on fractures of the neck of the femur. 
Hearing all the various speakers, he was very struck by 
the fact that whatever method was used, a certain number 
of patients always got non-union. Any method of treat- 
ment must depend upon good approximation of the bony 
fragments. Whitman had said that the muscular pull 
on the trochanter had to be totally obliterated. 
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He strongly affirmed his belief that treatment must 
depend to a certain extent upon the patient’s age. With 
patients between twenty and forty one must be fairly con- 
fident that one was going to give the patient firm union. 
With an aged patient the position was slightly different. 
Whitman said that following the operation under discus- 
sion the patient could sit upright almost immediately, 
which was a very strong argument for the use of the 
operation in old patients. He had found in some cases 
that despite absolutely accurate reposition union did not 
occur, even after three months, unless the muscular pull 
on the trochanter was totally obliterated. In young 
patients he thought that the Albee bone graft was definitely 
a better operation, as it allowed of a blood supply to a 
region notoriously ill-provided with blood. It was neces- 
sary for the peg to be driven in under sight. 

He considered the correct treatment for a young adult 
was Whitman’s plaster method, which was very conserva- 
tive and had to be applied accurately. If after three 
months there was not satisfactory union, an antogenous 
bone graft should be used. On the other hand, the 
simplicity of the Smith-Petersen nail operation gave it 
a very definite place in the treatment of aged patients. 


Dr. ARcHIE AsPINALL (Sydney) also extended his con- 
gratulations to Dr. Kilvington. He himself was rather 
conservative in adopting such methods, as legal actions 
by patients were rather a popular pastime in Sydney. He 
thought that such treatment was very much better left 
in the hands of men who were constantly employing it. 


Dr. RapciirFe (Perth) said that there was no 
difficulty in getting the pin in the right direction if the 
finger were placed on the posterior aspect of the femoral 
neck. By doing this and by periodically rotating the limb 
slightly, one could tell, by obliteration of the rotation at 
the side of the fracture, when the pin entered the femoral 
head. 

It was her practice to employ spinal anesthesia. The 
earliest period at which any patient of hers had got up 
was on the seventh day after operation, and the latest 
was three weeks. 

There were two difficulties with regard to the treatment 
of ununited fracture. It was doubtful what period of 
time should be allowed to elapse between the time of 
fracture and the insertion of the nail. In one patient who 
had sustained a fracture two or three years previously, 
the head of the femur had become by this time almost 
absorbed. The head was so small that she was afraid to 
use much force. In a second case the head had been 
almost completely absorbed, and existed practically only 
as a cap mainly consisting of fibrous tissue. She was able 
to drive the nail into the head only for a distance of a 
quarter of an inch. She inquired if Dr. Kilvington had 
carried out the operation in cases of long-standing 
ununited fracture. 


Dr. Kilvington expressed his thanks for the interest 
shown in the operation. Spinal anesthesia was quite as 
good as nitrous oxide and oxygen. With reference to the 
Kirschner wire, he thought that practically as much 
accuracy could be obtained without it, and there was less 
risk of wound infection with his technique. There was 
no reason why the patient should not sit up in a chair 
after three or four days. 

He had not had much experience in the treatment of 
long-standing cases. In these the Smith-Petersen nail 
would probably not be of great benefit; either a bone 
graft could be carried out or Whitman’s reconstructive 
operation, in which the head of the femur was removed 
and the trochanter moved further down the shaft. 


Radical Amputation of the Breast. 


Dr. L. M. MekKnror (Brisbane) read a paper on some 
improvements in the technique of radical amputation of 
the breast. In his opening remarks he discussed the ques- 
tion as to why the surgical treatment of breast cancer was 
a partial failure. He answered this by stating that the 
patients came too late to the surgeon, and he gave some 
of the reasons advanced by patients for their delay in 


seeking advice. Some patients said that they thought 
they might be worse by operation. Dr. McKillop thought 
that there might be some truth in this statement. Another 
reason was that they feared the swollen and useless arm 
they had seen in some friend who had been operated upon 
for a similar condition. 

Dr. McKillop said that some three and a half years 
previously he had set to work to elaborate a technique 
that would combine the best points of the more thorough 
and classical amputations, such as those of Halsted, 
Kocher, Sampson Handley and Willy Meyer. The points 
in which Dr. McKillop’s operation differed from the usual 
classical type were that: (i) The incision was transverse. 
(ii) The axilla was infiltrated with a large amount of local 
anesthetic, usually 0-5% to 1:0% “Adrocain”, before its 
walls were opened. (iii) The axillary dissection was com- 
pleted with a gauze pad soaked in ether. (iv) The clavicle 
was, if necessary, split to allow full access to the glands 
—— it. Dr. McKillop discussed each of these points 
n turn. 

In planning the skin incision no notice should neces- 
sarily be taken of the nipple. The exact location of the 
tumour was determined and its extent noted. No breast 
incision should pass through a suspicious zone of skin. 
This disaster could best be avoided by: (i) picking up 
and gently feeling the skin for thickening, and (ii) 
keeping well away from any area in which the pig skin 
appearance was noted. Dr. McKillop then described the 
injection of the axilla with the “Adrocain” and poinied 
out that when it was opened the contents of the space 
appeared sodden and edematous from the injection and 
any enlarged glands could be seen standing out 
conspicuously. The final dissection of the axilla was 
completed with a gauze swab soaked in ether, all fat 
being easily wiped away under the solvent action of the 
ether. The tissues were removed all in one piece. Dr. 
McKillop also discussed the pre-operative application of 
deep X ray therapy and the post-operative application of 
radium in conjunction with his operation. 


Dr. McKillop summarized the advantages of the trans- 
verse incision as follows: (i) The ease with which the 
entire axilla could be thoroughly opened up. (ii) The ease 
with which the fascial coverings could be removed with 
or without their subjacent muscles. (iii) The avoidance 
of any subsequent lymphatic or venous obstruction of the 
arm, as seen occasionally after the use of an incision 
running obliquely across the anterior axillary wall (this 
was, of course, apart from any severe involvement of the 
axillary sheath and its contents by the growth of meta- 
static glands). (iv) The cosmetic effect, which subse- 
quently permitted of the patient wearing a low-necked 
dress. (v) The psychical effect of the absence of a visible 
scar made visible by elevation of the arm. The dis- 
advantages of the transverse incision were: (i) It was of 
no use for acute cancer, owing to the danger of leaving 
possibly infected skin. (ii) It was unsuitable for growths 
which had extended outwards along the anterior axillary 
wall or involved the tail of Spence. (iii) It was equally 
unsuitable for very extensive growths in any situation— 
but so was any other incision. Dr. McKillop said that he 
and his brother, who was associated with him, had 
employed this incision in seventy breast tumours, and the 
more they used this incision, the-more they liked it. 


Dr. E. S. Meyers (Brisbane) extended his congratula- 
tions to his colleague, Dr. McKillop, for his excellent 
paper. He had been very interested and had done con- 
siderable work on the same subject at the Mater Miseri- 
cordie Hospital at Brisbane, but so far had only heard of 
the technique. He asked if, when the incision was deepened 
and extended, there was any trouble in getting the 
adequate exposure of the axilla which was essential if the 
dissection was to be thoroughly carried out. He was very 
interested in the fascial arrangements in this region. As 
far as he knew, only one text book—a large work by 
Johnson on operative therapeusis—devoted any kttention 
to this. 

It was necessary to improve the relationship between 
the surgeon and the pathologist, for this relationship was 
essential, Cancer was the province of the specialist. If 
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there was no pathologist available, one could not do the 
best for the patient. One had to plan the operation in 
accordance with the report received. Any statement to 
the contrary did a lot of harm. Dr. McKillop’s work 
showed his interest in this operation. For improvements 
in the treatment of cancer to be obtained, greater cog- 
nizance had to be taken of the pathological side of the 
question. 

Dr. H. W. Sweernam (Hobart) also extended his thanks. 
He had had no experience with the transverse incision. 
There was one point in technique that he wished to 
emphasize and which he had learned over an experience 
of fifteen years: It was essential to preserve the cephalic 
vein. He employed an incision extending over the clavicle 
and along the arm at the junction of the pectoralis major 
and deltoid muscles. The first step was to expose this 
vein and make sure that it was not injured. This pro- 
cedure did not interfere with a clean dissection later. He 
was convinced that by attention to this point post-operative 
swelling of the arm was gradually decreased, and since 
using this method he had seen no bad cases of this 
condition. 

Dr. B. T. Epye (Sydney) extended his congratulations 
to Dr. McKillop for a very stimulating contribution. He 
had seen many operations performed by Sir Alexander 
MacCormick, and had done a large series himself. He 
mainly used two incisions and planned them according 
to the position of the growth. The incision had to be 
made as far from the growth as possible, consistent with 
leaving sufficient skin to cover the raw surface afterwards. 
In very fat patients Sir Alexander MacCormick had used 
a transverse incision extending upwards over the anterior 
aspect of the axilla; in thin patients a more oblique 
incision was used. The latter was better so far as the 
skin was concerned. There was often some sloughing 
after the use of the transverse incision. It was essential 
to keep in mind the fact that one had to eradicate the 
disease. 

For some time past it had been his practice to employ 
deep X ray therapy before the operation. The tumour often 
receded surprisingly in size and the axillary glands even 
more. The latter sometimes disappeared altogether when 
they had been enlarged. The primary growth, however, 
never disappeared. If one waited eight weeks after this 
before operating, the operation was no different from 
what it would have been without any X ray therapy. 
Despite X ray treatment, involved glands on removal were 
found to contain active growth in nearly every case where 
they had been clinically enlarged. He wondered whether 
further improvements might take place if further X ray 
therapy were given. It was rather remarkable that the 
tumour cells usually looked just as healthy and active 
after X ray therapy as without it. He was sure that many 
cases were rendered operable by this means. 

It was often said that surgery failed. This was not 
necessarily the fault of the surgeon. Most patients d:ed 
from bone involvement and general dissemination, and 
these patients applied for treatment too late. Surgery 
would succeed when anything would succeed. Once the 
disease spread beyond the breast, no treatment would do 
any good. If the patient died from dissemination one 
could not blame the surgeon. 

The question of the correct procedure for tumours of a 
doubtful nature needed consideration. Sir Alexander 
MacCormick had used, and he himself used, a preliminary 
incision into the tumour in these cases. With malignant 
disease the fat around the tumour was puckered and the 
tumour had a characteristic feel when the knife went into 
it. With the diagnosis established, the wound was 
immediately sutured and radical operation was proceeded 
with at once. A better idea still was to have a frozen 
section examined. Unfortunately facilities were not avail- 
able for this to be carried out in work done by him. 
He was opposed to doing two operations. Two patients 
within his recollection had died after the second. He 
was quite sure that anxiety and loss of sleep while waiting 
for the report had had much to do with the fatal 
termination. Sooner than run such a risk again, he 


preferred to risk an incision into the tumour. 


Dr. B. T. Zwan (Melbourne) joined other speakers in 
congratulating Dr. McKillop on his paper. He was 
interested to hear from him that a satisfactory removal of 
the breast, pectoral muscles, fascia, lymphatics and glands 
could be carried out through a transverse incision. In 
addition he welcomed the opportunity to address himself 
to two points which had been referred to at the full 


meeting of the Congress dealing with the subject of 


cancer. Statements had there been made which unfor- 
tunately had been given to the Press and no opportunity 
had been afforded to contravert or qualify some of these 
statements. The first point was that dealing with the late 
results of operation for cancer of the breast and directed 
attention to the series of reports which had emanated 
from the Departmental Committee on Cancer instituted 
by the Ministry of Health of Great Britain in 1923. These 
reports were based on analyses of thousands of cases of 
cancer of the breast treated surgically. They showed that 
the percentage of survivals to ten years when the patients 
were treated in the early stages was over 73%. When the 
disease had spread beyond the breast the percentage fell 
to 13%. They also showed that of patients undergoing 
operative treatment at hospitals not more than 25% were 
in this early stage. This emphasized the importance of 
earlier diagnosis and treatment. Systematic thorough 
examination of the breasts should be a part of a routine 
examination of every patient in or near the cancer age 
whenever opportunity presented itself. Women should be 
encouraged to present themselves for regular systematic 
examinations. It was by the earlier diagnosis and treat- 
ment resulting from such systematic examinations that 
better results of treatment of cancer of the breast were 
likely to follow. 


The other point he desired to refer to was the term 
“cure” as employed by X ray and radium therapists in 
connexion with cancer of the breast and cancer in general. 
Some other term should be employed for the state in which 
the local progress of the disease had apparently been 
arrested. The unqualified use of the term “cure” showed 
an extraordinary ignorance of the pathology of cancer and 
was likely to cause a great deal of harm. Some other 
standard than the absence of obvious manifestations for 
some arbitrary period of five, tem or more years was 
necessary before the term “cure” could be applied properly. 
Whilst it was not questioned that the emanations from 
radio-active agents affected and destroyed the neoplastic 
cells of growths, such action upon these cells varied in 
the tumours occurring in different regions. It was also 
recognized that without treatment of any kind, radio-active 
or otherwise, there might be an absence of obvious mani- 
festations of activity in a neoplastic tumour. There might 
be a similar absence of activity in the scar tissue following 
the use of radio-active emanations. Experience had shown 
that such absence or arrest of manifestations was not a 
proof of a destruction of all the neoplastic cells. Over 
and over again the recurrence of neoplastic activity in the 
sear tissue after varying periods of quiescence had shown 
this. This criticism was quite apart from the metastases 
which tended to form in remote parts of the body. The 
term cure should include an absence, prevention or radical 
destruction of metastases. Until there was some definite 
means of demonstrating the complete destruction of 
primary and metastatic foci of malignant disease, the term 
“cure” should not be used and some such term as 
“apparent arrest” should be employed in cases where and 
whilst obvious activity of the neoplastic formation was in 
abeyance. 


Dr. Bronte Smeaton (Adelaide) extended his thanks to 
Dr. McKillop and to those who had already taken part in 
the discussion, which had been very interesting and 
illuminating. He was struck with the cosmetic results 
following the incision, which was new to him. It was 
admittedly better than that which traversed the anterior 
part of the axilla. He did not think that. the question of 
subsequent movement of the arm was of importance as 
affecting the merits of the incision. When early movement 
was practised no limitation of movement would occur 
whatever the incision. 
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If he had any misgiving at all regarding the incision, 
it was that it did not appear ta,remove the skin so 
thoroughly as was desirable, where the skin overlay the 
lymphatic drainage of the breast. His experience was that 
skin recurrences were liable to occur where the tail of 
the breast projected into the axilla, whence the lymphatics 
passed to the axillary glands. 

Dr. McKillop replied to the various questions which 
had been asked. 


Dr. Meyers had asked if there was any trouble in 
thoroughly cleaning out the axilla. Dr. McKillop assured 
him that there was no trouble. When the upper edge of 
the incision was thoroughly retracted it was quite easy to 
inspect the whole of the axillary contents. He would very 
much like to demonstrate the method at the next congress 
in Brisbane. 

Dr. Sweetnam had brought up the question of edema 
following the ligation of vessels such as the cephalic vein. 
He quite admitted that it was important not to ligate 
this, and he never did so. It was a very important vein 
in the drainage of the arm. Strictly speaking, however, 
it was out of the operative field; and in almost all cases 
it was not necessary to interfere with it unless an enlarged 
gland was adherent to it. 

Dr. Edye had raised the question of preliminary treat- 
ment by deep X ray therapy. He himself had tried this, 
but the disadvantage was that one was liable to get some 
degree of matting and increase in fibrosis in the axilla 
following it. He also thought that eight weeks was rather 
too long to wait in the knowledge that a condition of 
carcinoma was present. He thought that this was not 
fair to the patient and he would not do it himself. 

He could not agree with another point raised by Dr. 
Edye—that of preliminary incision into the growth, even 
though the tumour might not be capable of exact diagnosis. 
A woman was better without a breast that grew any 
kind of a tumour. In the case of a single woman such a 
breast. would be a nuisance to her after she married. If 
the diagnosis of a simple growth was absolutely certain, 
of course, the position was different. 

In Brisbane he was able to get frozen sections done. 
If, however, a piece of breast was taken for section, it 
should emphatically be taken by means of the electric 
scalpel. It was bad surgical practice to cut into any 
malignant growth. 

Dr. Zwar had spoken about early metastasis from breast 
cancer. One reason for this that he did not mention was 
the monthly physiological changes that occurred in the 
breast, during which the blood supply was increased. This 
was one reason why the breast was a source of danger. 
The same might be applied to the uterus, equally affecting 
the body and the cervix. 

With regard to late metastasis, the question of cancer 
immunity arose. It had been the experience of most men 
that years after an apparently successful operation the 
patient would report with a lump. Again the patient 
might complain of rheumatism and be treated for this, 
whereas the real condition was secondary deposits in the 
bones. There was only one explanation for this, namely, 
that as a tumour grew, pari passu immunity developed. 
This was the only explanation for the spontaneous cures 
that sometimes occurred. This immunity might be 
destroyed as a result of intercurrent infection, such as 
severe pneumonia or influenza, after which a tumour might 
develop again. 

Dr. Smeaton had questioned the thorough removal of 
the skin with this operation. Dr. McKillop emphasized the 
fact that the incision described was not made as a routine. 
If the tumour was large, such an incision was not con- 
sidered. He always took care in every case to avoid 
passing the knife through any suspicious area of skin. 
Such a procedure was bad surgery. He extended his thanks 
for the reception accorded to his paper. 


Chronic Hydrocephalus. 


Dr. N. D. Royre (Sydney) read a paper entitled: “A 
New Treatment for Chronic Hydrocephalus.” He said 
that though the drainage of excessive cerebro-spinal fluid 
had always presented a difficult surgical problem, experi- 


mental and clinical evidence that he presented indicated . 
a possible solution to it. Forbes and Wolff had shown 
that the cerebral circulation, like that of the body 
generally, was under the control of the sympathetic 
system. Dr. Royle had removed the stellate ganglion and 
its connexions in the goat and after careful opening 
the skull had the following changes in the cerebral 
circulation: (i) The whole brain was bluer on the contra- 
lateral side when compared with the pinker appearance 
on the ipsilateral side. (ii) More anastomosing vessels 
were apparent on the contralateral side. (iii) The whole 
brain gradually shrank away from the parieties of the 
skull on the ipsilateral side. All these changes indicated 
that there was a free drainage of cerebro-spinal fluid from 
the ipsilateral side. The pressure of the atmosphere had 
probably been a factor in causing the shrinkage, but it 
had not caused a similar condition on the contralateral 
side which was also exposed to it. If failure of circulation 
had been the cause of the shrinkage, it would have 
occurred immediately. About fifteen minutes, however, 
had elapsed before the shrinkage was noticeable. 


Dr. Royle related the clinical histories of two patients 
suffering from chronic hydrocephalus on whom thoracic 
section had been performed. The head of the first patient 
had ceased to enlarge after operation and the head of the 
other had begun to shrink. He concluded that the opera- 
tion was effective in the treatment of chronic hydro- 
cephalus. 


Dr. Bronve SMEATON (Adelaide) said that possibly all 
present felt as he did, hardly competent to discuss such 
a paper as Dr. Royle had presented. He congratulated 
Dr. Royle for the paper and expressed his thanks. 


Gas Gangrene. 


Dr. C. Crarc (Launceston) read a paper on a series of 
cases of gas gangrene. He said that as a result of the 
experience gained at the Launceston Hospital, the preven- 
tion of treatment of gas gangrene was regarded as an 
immediate problem in every case of compound fracture 
or gunshot wound. There were eight cases in his series. 
In the first case, one of compound fracture, gas gangrene 
was not suspected until after the death of the patient. 
The diagnosis was made plain by an X ray film which was 
not seen until after the patient died. In the second case, 
also one of compound fracture, the diagnosis was made 
by the odour from the wound. In the third case, one of 
pellet wounds, gas gangrene was not suspected, but was 
revealed by routine X ray examination. In the fourth 
case, one of compound fracture, gas gangrene was found 
by repeated examinations, crepitation on palpation being 
present. In the fifth case, one of compound fracture, the 
odour and the rise in temperature drew attention to the 
condition. It was noteworthy that four of the eight 
patients were cured by surgical means after 10,000 units 
of gas gangrene antiserum had failed to protect them. 
Three patients were cured by serum treatment alone, and 
20,000 units of serum, given as a prophylactic dose, failed 
to protect one of these. One of the patients received in 
all 170,000 units and another 200,000 units. 


Dr. Craig said that since antiserum would cure gas 
gangrene, it was reasonable to suppose that it would 
prevent it. At present he was using 40,000 units and it 
would be necessary to try this in a large number of cases 
before a conclusion as to its value could be formed. Once 
gas gangrene had been seen it was very easy to recognize. 
Since it spread so rapidly, it was essential that it should 
be recognized early. Dr. Craig thought that the following 
measures should be adopted: (i) A two-hourly tempera- 
ture chart should be kept, for the temperature would rise 
as soon as the infection appeared. (ii) The wound should 
be kept open so that if the temperature rose the infection 
could be smelt, inspected and, if necessary, palpated. 
(iii) An X ray film should be taken as soon as suspicion 
was aroused. Any skiagram taken for routine purposes 
should be carefully inspected. (iv) A culture should be 
taken although, of course, treatment should be started 
before the result of the culture was ascertained. 

In regard to treatment, Dr. Craig thought that surgical 
measures should never be used alone. The infection might 
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be systemic, and in such circumstances the patient’s only 
hope lay in the use of serum. It was difficult to decide 
in some cases whether surgical measures should be used 
at all. If a large dose of serum had been given as a 
prophylactic, or if the disease had been recognized early, 
Dr. Craig would certainly try serum alone and would 
follow the progress of the patient carefully. In advanced 
cases judgement would be difficult, but he thought that one 
should incline to the side of safety and use serum as well 


as surgery. 

Dr. A. E. Coares (Melbourne) stated that he had had a 
good deal of experience in looking after septic wounds 
in the course of his duties at the Melbourne Hospital. 
Among these gas gangrene occurred from time to time. He 
had come to the conclusion that there were two types of 
infection, one mild and the other very severe. He was 
doubtful whether the milder type was due to a lessened 
virulence of the organism or to a greater resistance on the 
part of the patient. He recalled three patients, all 
admitted to hospital on the same night. One man had his 
leg amputated and died; the second recovered after ampu- 
tation of a leg; while the third, whose infection was in the 
arm, had the arm widely laid open and recovered after 
massive doses of serum. He was inclined to think that 
it was impossible to classify all cases. He had seen 
another case of severe spreading gas gangrene infection 
of the scalp. The patient had been treated with serum 
only and had recovered. With regard to the question of 
operation, he thought a twelve hours’ trial with serum was 
worth while. If there was no reaction, operation should 
be undertaken. * 

He congratulated Dr. Craig on the research he had 
carried out, but thought that it was rather a pity that 
there was not a more complete bacteriological record. 
Bacillus welchii had possibly not been present in all the 
cases. Air sometimes got under the flaps after operations 
on compound fractures, leading to crepitus in the calf 
muscles. He had seen several cases of this nature in 
patients whose condition was good, he had done nothing 
and the patients had progressed quite favourably. This 
condition was especially apt to occur if irrigation was 
carried out, as was done in Dr. Craig’s cases. It was 
his practice to instruct the nurses very carefully in the 
technique of irrigation, so as not to introduce any bubbles 
of air. The condition was also seen in deep wounds not 
completely approximated, such as wounds associated with a 
kidney operation. 

With regard to the use of serum at the Melbourne 
Hospital, the dosage given was now greater than formerly. 
As a prophylactic dose twenty-five cubic centimetres were 
given. In cases of gas gangrene doses of fifty cubic 
centimetres upwards were given. The serum was costly, 
but it was worth while. 

He referred to one type of gas gangrene infection which 
appeared in the abdominal wall, for instance, after appen- 
dicectomy. This was intractable, and quite different from 
the infection associated with compound fractures and 
lacerated wounds. For this condition serum did no good. 
A recent article in Surgery, Gynecology and Obstetrics 
recommended a wide excision of the affected area with a 
diathermy knife. The cases of this nature that he had 
seen had extensive typhlitis. They were not amenable 
to surgical operation, and serum was of little value. 
Probably there were many strains of Bacillus welchii and 
serum might be beneficial for one strain and not for 
another. 

In conclusion, he again emphasized the fact that there 
were mild and severe cases, and whether the reason lay 
in the seed or in the soil, he could not say. He stressed 
the fact that lacerated wounds should never be sutured. 
They usually became dirty subsequently. He recalled a 
case in which sutures had been inserted with meticulous 
care and extreme neatness, following which gas gangrene 
developed and the arm was lost. The same statement 
applied to compound fractures, and was even more 
important here on account of the damage to the muscle 
planes. The wound should be kept open and in view. He 
was loath to apply the method of plaster fixation with 
the cutting of a window. In his opinion the best method 


of treating compound fractures of the tibia and fibula was 


to fix the limb in a Thomas splint, encasing the foot, thigh 
and knee in plaster, which also went round the splint 
itself, supporting the fracture with a bandage and sling. 
The wound could thus be kept under constant observation 
in case gas gangrene should supervene. 


Dr. Bronte Smeaton thanked Dr. Coates and expressed 
his regret that Dr. Craig was not present to read his 
paper and to reply. He asked Dr. Coates if the serum was 
polyvalent or specific for Bacillus welchii. 


Dr. Coates replied that the serum was specific. 


Tumours of the Auditory Nerve. 


Sm Henry NxWLAND (Adelaide) read a paper on tumours 
of the auditory nerve. He pointed out that the nervus 
acusticus consisted of two divisions, the vestibular which 
served the function of orientation and the cochlear which 
was engaged in the function of hearing. These branches 
of the auditory nerve were the shortest nerves in the 
body and the vestibular was the shorter of the two. The 
plane of the internal auditory meatus might be considered 
to divide each of these nerves into a central and a 
peripheral segment. The central segments were charac- 
terized by a glial outgrowth from the brain. The 
structure of the peripheral segment was similar to that 
of other peripheral nerves—it consisted of axone fibres, 
neurilemma cells and connective tissue. These segments 
ended in the vestibular and cochlear ganglia. The ganglion 
cells of the vestibular ganglion, unlike those of the 
cochlear ganglion, presented no regular arrangement. 
Similar cells were met with in the peripheral portion of 
the nerve (vestibular division). 

Sir Henry Newland referred to the views of Skinner 
that these cells resembled neurinemma sheath cells. 
Skinner assumed that they were of ectodermal origin. 
He regarded them as the source of the type cell of the 
auditory nerve tumours and stated that the central glial 
segment of the nerve was never primarily involved in 
the tumour. The fibrous tissue so often present in large 
amount in acoustic tumours were regarded by Skinner as 
a reaction to the multiplying neurilemma-like cells. 
According to the amount of the reaction, the auditory 
nerve tumour was more or less fibrous. According to 
Skinner the type of tumour was determined by the ability 
of the fibroblasts to control the tumour cells. 

Sir Henry Newland then discussed twelve cases of 
auditory nerve tumour. The average age of the patient 
was forty years. No patient was under twenty or over 
sixty. Seven of the tumours arose from the right and five 
from the left nerve. In discussing symptoms, Sir Henry 
Newland pointed out that an exact history of the develop- 
ment of signs and symptoms was most important in 
diagnosis. As might be expected, the early symptoms 
were tinnitus, — vertigo and instability. The 
proximity of the seventh nerve and of the fifth led to 
their early displacement, but not necessarily to pressure 
symptoms. The tumours grew so slowly that doubtless 
for a considerable period these nerves adapted themselves 
to the displacement and pressure. The same might be 
said of other cranial nerves whose course was subtentorial. 
Sooner or later in most cases, in addition to localizing 
signs, those of increased general cerebral pressure arose. 
Sir Henry Newland pointed out several unusual features 
in his cases. In one instance, although pronounced 
localizing signs of tumour of the eighth nerve and of 
cerebello-pontine pressure were present, there was no optic 
neuritis and the fields of vision were normal. In another 
patient optic neuritis was absent. The patient who suffered 
from the largest tumour had complained of tinnitus twenty 
years before he came under observation. 

In discussing treatment, Sir Henry Newland said that 
eight cases in the series occurred in his own practice. In 
these he had performed ten subtentorial operations. Four 
of the patients had died. Of the four who survived, one 
lived but six months. The remaining three were still 
living, nine and a half, twelve, and thirteen years after 
operation. He said that the great bugbear of operation 
was hemorrhage, and the most meticulous care was 
necessary for its prevention and control. 
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Dr. B. Kitvincron (Melbourne) extended his congratu- 


lations to Sir Henry Newland. The paper had been very © 


interesting on account of the photographs and records of 
the cases. Five years ago he had seen Wilfred Trotter 
operate on a patient with an acoustic tumour. The actual 
exposure took three hours and the tumour showed a very 
vascular structure with prominent veins: He would not 
do more than a decompression on account of the risk of 
hemorrhage. The use of diathermy was essential in the 
surgical treatment of all cerebral tumours. ; 

Dr. Kilvington had had three personal cases; all 
the patients were females whose average age was about 
forty-five, and the symptoms varied from two to two and a 
half years in duration. The tumours were innocent 
fibromata. The first symptoms were tinnitus and deafness. 
Often patients were not aware of “Unilateral deafness. 
In one case cerebellar incoordination made the patient 
seek advice. One patient died following partial removal 
of the tumour which was a periosteal sarcoma involving 
the posterior aspect of the petrous bone. The second 
case was typical. A single stage operation was carried 
out, but death occurred on the fifth day from broncho- 
pneumonia. The third patient had the usual symptoms 
and operation was carried out. This patient had now 
remained well for two years. Most patients did not 
notice the onset of deafness, but came on account of 
cerebellar symptoms. 

He considered that a two-stage operation was best. 
He had watched Souttar operate and he always stopped 
if the blood pressure fell below eighty millimetres of 
mercury. There was usually considerable loss of blood 
and removal of the tumour was necessarily carried out 
when the patient was already shocked. He used intra- 
tracheally administered nitrous oxide and oxygen. It 
was, of course, necessary to pack the pharynx, ~ 

The two principal points he wished to emphasize were, 
firstly, that the operation should be a two-stage one and 
should be guided by the blood pressure and, secondly, that 
the cautery loop should give better results than had been 
obtained in the past. 


Dr. Greorce Bett (Sydney) stated that he had had one 
case of a typical acoustic nerve tumour, and another case 
in which this condition had been simulated.. The patient 
was a male, aged thirty-seven years, and was still alive. 
In March, 1929, he began to get attacks of giddiness during 
which he would fall to the right, increasing deafness on 
the right side and impaired vision of the right eye. On 
examination the right pupil was slightly smaller than the 
left. The fundi were normal. The conjunctiva of the 
right side was insensitive. Food would collect between 
the teeth and the cheek; the tongue deviated to the 
right. Nystagmus was present. Operation was carried 
out in April, 1930, with ether anesthesia. The growth 
extended well forwards and quite a good exposure was 
obtained. A specimen had been obtained for pathological 
examination. Dr. Keith Inglis had reported that the 
growth was a typical acoustic nerve tumour. 

Professor Dew had greatly stimulated neurosurgery in 
Sydney and almost exclusively employed local anesthesia. 
Dr. Bell thought that this was much better than 
ether. He had had no experience with intratracheally 
administered nitrous oxide and oxygen. The two-stage 
operation was worthy of very serious consideration. 

Most patients came into hospital under the care of a 
physician, and the physician should be present at, and 
interested in, the operation and in the general condition 
of the patient. He thought that sometimes physicians 
appeared to be interested only in the diagnosis and in 
the post mortem findings. If the patient’s general 
condition failed, the operation could be stopped and the 
second stage done at a later date. 

He quoted the case of a tumour which grew from the 
meninges. All the cranial nerves from the fifth to the 
twelfth were involved. He had carried out the first stage 
himself and had assisted Professor Dew at the second. 
Good exposure was obtained, but it was possible to remove 
only a portion of the tumour. The patient died some 


weeks later from pneumonia and empyema. The diagnosis 
was still in doubt and there was a question as to whether 
the growth was a granuloma or not. A second patient had 


also undergone an operation which had to be stopped on 
account of the bad condition of the patient. The second 
stage was successfully carried out later on. Following 
this the patient developed a pulmonary lesion which Dr. 
Holmes à Court thought was due to vagal injury; the 
patient subsequently did very well and a month ago was 
following his ordinary occupation of barber. 

Dr. Bell asked Sir Henry Newland his opinion regarding 
the value of caloric tests. 


DR. N. Surron (Brisbane) expressed his thanks to Sir 
Henry Newland. Tumours of the cerebello-pontine angle 
formed a very interesting group. Though they formed 
only 9% or 10% of Cushing’s series, they were fairly 
commonly seen in practice on account of the definite 
clinical syndrome they produced. Their efficient diagnosis 
depended on teamwork, and it was essential to get the 
cases as early as possible. He himself had seen three 
eases during the -past year. The diagnosis of two of 
these had been verified at operation, while the third patient 
was still awaiting surgical treatment. They were essen- 
tially innocent tumotrs, and the trouble that they 
occasioned was entirely due to their large size. 

The diagnosis depended on efficient cooperation between 
the physician, the aural surgeon and the ophthalmologist. 
Dr. Sutton placed great reliance on Bardny’s test, which 
it was of the utmost importance to check carefully. 

Regarding operative technique, he always employed local 
anesthesia. It was much to be preferred to general. There 
were two operative schools, firstly, those employing a slow, 
careful technique, exemplified by Harvey Cushing, and, 
secondly, those using a More rapid technique, such as 
De Martel and the late Sir Percy Sargent. The technique 
of the first-mentioned was much to be preferred. 

Dandy had reported complete removal of five tumours 
of the cerebelio-pontine angle some years ago. According 
to Cushing, on the other hand, removal could usually be 
only partial. With recently evolved electrosurgical 
methods the treatment of these tumours should be capable 
of being markedly improved. 

Of the two patients who had been under Dr. Sutton’s 


personal care, one had died at the termination of the 


operation. In this instance the tumour was very 
advanced, symptoms nye been present for fifteen years. 
The second patient, a male, was still alive and back at 
work. He had, however, persistent ataxia. Dr. Sutton 
was certain that he would develop further trouble again, 
as the growth had been. removed only incompletely. 

The great thing was to get the patients early. Probably 
the aural surgeons saw them first on account of the 
associated deafness and vestibular symptoms. Now that 
aural surgeons were recognizing the importance of these 
symptoms, Dr. Sutton thought that patients were being 
seen earlier by the surgeon. 


Dr. L. C. E. Linpon (Adelaide) extended his congratula- 
tions to Sir Henry Newland. He entirely agreed with 
Dr. Kilvington’s remarks, and was sure that if all tumours 
of the posterior fossa werhs operated upon in two stages, 
there would be a much lower mortality. 

Adequate exposure of these tumours was of great 
importance. He had seen Cushing operate on two such 
tumours. In order to obtain adequate exposure, Cushing 
had deliberately removed™a moon-shaped segment of the 
cerebellar cortex, apparently with little or no subsequent 
interference with cerebellar function. This procedure gave 
very adequate exposure, with a minimum of bruising and 
laceration of the cerebellun® 

Regarding the question of total extirpation, Sir Henry 
Newland’s illustrations showed that this could be done 
only very rarely. Dr. Lindon wondered whether it was 
really worth while extirpating them completely on account 
of the incidental permanent damage to the facial nerve. 
The main problem to be dealt with was the increased intra- 
cranial pressure, and he considered that a partial removal 
of the tumour was a preferable procedure. 


Dr. J. C. Doveras (Ballarat) said that he spoke as an 
ophthalmic surgeon, but one who saw most of the brain 
tumours occurring in his city and district. He, too, would 
like to ask Sir Henry Newland if Bardny tests were carried 
out in his cases and with what response. He imagined 
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that these tests would only distinguish between the whole 
group of semicircular canals on one side as against those 
on the opposite side. Differential tests as between the 
vertical and horizontal canals on the diseased side would 
not be possible in eighth nerve tumours as it might be 
in smaller lesions affecting the posterior longitudinal 
bundle or Dieter's nucleus. 

As early symptoms of cerebello-pontine angle tumours, 
deafness was well known, but tinnitus, when it occurred, 
would direct the patient to his physician at an earlier 
stage. Tinnitus was a much more distressing symptom 
than a mild deafness and would frighten and worry the 
patient more. A Méniére’s syndrome coming on suddenly 
and without cause in people of early middle age suggested 
the possibility of an eighth nerve tumour. There was an 
analogy between the long continuance of tinnitus as the 
only symptom in these cases and the long-continued 
presence of a mild papilledema in other forms of brain 
tumour. Dr., Douglas had seen one of ten years’ and one 
of twenty years’ duration in tumour of the pons. These 
cases would then suddenly flare up into an acute 
papilledema of four to five diopters, 

An early symptom, if not, indeed, the first symptom, in 
some brain tumours might be a biurring of the vision for 
distance and near vision or difficulty in focusing for near 
vision. This had been present in some recent cases Dr. 
Douglas had seen. Another early sign might be a mild 
fit or loss of consciousness of the petit mal type. That 
was the first sign in three cases seen by Dr. Douglas in 
Ballarat. He had come to look upon a fit or a series of 
mild pseudo-epileptic attacks occurring suddenly and with- 
out obvious cause in a middle-aged person as suspicious 
of a possible brain tumour. He would like to ask Sir Henry 
Newland if fits of any kind occurred in any of his cases. 


Dr. Gorpon Suaw (Melbourne) did not agree with Dr. 
Sutton in his statement that cerebello-pontine angle tumours 
gave rise to a more or less cut and dried clinical syndrome. 
Unfortunately he had not a complete record of all his 
cases with him. One case which he had encountered, 
however, had been typical, with symptoms of tinnitus and 
vertigo, and the pre-operative diagnosis had been beyond 
doubt. A second patient had complained of failure of 
vision. Examination of the nervous system revealed no 
lesion whatever, except marked optic neuritis. A sub- 
sequent examination showed very slight paresis of the 
seventh nerve. At operation a large inoperable cerebello- 
pontine angle tumour was found, and the patient died 
shortly afterwards. A third patient had reported com- 
plaining of tinnitus and deafness. X ray examination had 
shown some enlargement of the corresponding internal 
auditory meatus, and the diagnosis had been regarded as 
fairly certain. At operation no lesion had been found. 
The patient had probably been suffering from labyrinthitis 
and had got completely better. These cases showed that it 
was often very difficult to be sure about the diagnosis. 

Regarding the actual operation, Dr. Shaw remarked that 
patients did seem to die in many cases shortly after 
operation, and the question of a two-stage operation arose. 
It was hard to say definitely when the first stage should 
cease. First of all the skull was opened and the dura 
mater incised. When the cerebellum was retracted patients 
started to suffer severely from shock. It was, however, 
desirable to discover whether the tumour was operable. | 
This was the step which was so very fatal. Could Sir 
Henry Newland indicate what should be done in this type 
of case? If the tumour was found to be operable, one could 
go ahead later, but if one did not know whether the 
tumour were operable or not, one later performed an 
unnecessary operation on a certain number of cases, which 
was difficult to avoid. ' 

He appreciated the admirable way in which Sir Henry 
Newland had presented his subject. 


Sir Henry Newland, in reply, agreed with Dr. Kilvington | 
that diathermy should be employed as much as possible | 
on account of the great tendency to hemorrhage. In 
England and in Stockholm nitrous oxide and oxygen 
anesthesia was used almost exclusively. Kroner used 


the diathermy needle as soon as the skin incision was | 
made, using this to reflect the muscles. He employed a 


cross-bow incision. Sir Henry Newland, however, thought 
that there was perhaps less hemorrhage with a long 
vertical incision. 

Caloric and Bardny tests had been carried out in prac- 
tically all the cases reported and were done in detail on 
every possible occasion. 

It was unsafe to attempt complete removal of the 
tumour. The only such case in those reported was that of 
Dr. Scott. One need not be unduly depressed regarding 
the mortality following operation. Cushing had lost four 
out of his first ten patients. If operation were carried out 
in two stages, the mortality undoubtedly would be very 
greatly reduced. 

The first stage should cease with removal of the neces- 
sary amount of bone. To avoid the deleterious effects of 
increased intracranial pressure one should have an opening 
such that the lateral ventricle could be tapped in order 
to reduce the intracranial tension and therefore the amount 
of bleeding. At one time Cushing had recommended a one- 
stage operation, and in his book he condemned the removal 
of a portion of the cerebellum. Sir Henry Newland was 
very interested to hear that resection of a portion of the 
cerebellum could safely be carried out if it were necessary. 
The best instrument for removing the tissue of the tumour 
was the old fashioned silver bone marrow scoop. He was 
unable to answer Dr. Shaw’s query regarding the second 
stage of the operation. In one case in his experience in 
which operation was carried out in two stages, the first 
operation was abandoned on account of hemorrhage. A 
second, successful, operation had been carried out later. 
He was unfortunate in losing the patient as a result of 
pneumonia. 


The Treatment of Head Injuries. 

Dr. A. E. Coates (Melbourne) read a paper on the treat- 
ment of head injuries. He based his remarks on a review 
of one thousand cases treated at the Melbourne Hospital 
during the last five years. He classified head injuries as 
follows: 

1. Simple lacerations of the scalp without injury to the 
skull or brain. 

2. Fractures of the skull with little or no meningeal, 
vascular or brain damage. 

3. Intracranial injuries with or occasionally without 
skull fracture. These included depressed fracture of the 
skull; meningeal hemorrhage; subdural hemorrhage, 
localized and diffuse; cerebral edema and intracerebral 
hemorrhage; lacerations of the brain. 

4. Complications. These included infections of the 
scalp, possibly with gas gangrene, osteomyelitis, menin- 
gitis, brain abscess. 

5. Late results. These included the late apoplexy of 
Bollinger, late subdural clot, traumatic epilepsy, various 
psychic manifestations. 

In discussing treatment when the cranial contents were 
involved, Dr. Coates pointed out that even when local 
damage was extensive, when a depressed or comminuted or 
compound fracture was present, treatment was often quite 
successful. Local cleansing and the usual toilet for com- 
pound fracture, the removal of fragments of bone, the wide 
opening of the dura should it be punctured, and loose 
apposition of the scalp flaps would frequently be followed 
by recovery. He said that middle meningeal hemorrhage, 
localized subdural hemorrhage, diffuse subdural hemor- 
rhage and contused or lacerated brain were frequently 
found together in the same place. The classical case of 
middle meningeal hemorrhage was not common, probably 
being found in only from 5% to 1% of cases or less. When 
patients were operated on early, they generally did well, 
but when a large clot was found results were apt to be 
disappointing—the brain failed to expand after operation 
and the damage was beyond repair. In all series of 
severe head injuries the greatest proportion of cases fell 
in the group of diffuse subdural hemorrhage and contusion 
of the brain. Dr. Coates pointed out that in a series of a 
thousand cases reported by Wortis 79% of patients had 
blood-stained cerebro-spinal fluid; of the patients composing 
this percentage, 63% died. In the Melbourne Hospital 
series 78% of patients had blood in the cerebro-spinal 
fluid and of these 37-7% died. This contrast might be due 
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to the fact that in the Melbourne Hospital series lumbar 
puncture had not been adopted as a routine therapeutic 
measure. Simple cerebral compression and edema were 
not the only conditions present. Dr. Coates said that the 
clear-cut picture of cerebral edema’ with high intracranial 
pressure required modification. For these cases decom- 
pression operations did not stand on firm ground, and the 
less drastic but often dangerous draining away of cerebro- 
spinal fluid by lumbar puncture was less secure as a 
sovereign remedy. Even the gentle treatment by salts 
and sugar might actually in some cases do more harm 
than good. Undoubtedly patients, surviving the initial 
shock for some days, did benefit considerably by 
intravenous injections of glucose and by magnesium 
sulphate enemata. Whether lumbar puncture helped or 
not was debatable. Dr. Coates believed that in milder 
cases when signs of general compression were present 
the patients improved with this treatment, but it was not 
a panacea and it would not restore a comatose patient 
to consciousness. Decompression operations might be of 
help in such cases. The need for constant vigilance and 
frequent neurological examination was obvious. 

Summarizing the thousand cases in the Melbourne 
Hospital series, Dr. Coates said that 586 had a fracture 
of the skull diagnosed radiologically (586%). Three 
hundred and fifty-two patients had no fracture, but were 
in a condition of cerebral irritation or stupor. The 
cerebro-spinal fluid was examined at lumbar puncture 
in 320 cases; blood was present in 252 (78:7%) of those 
examined. Of those patients 95 or 37:7% died. In 68 
cases no blood was present in the cerebro-spinal fluid, but 
seven patients or 13% died. History did not relate 
whether these patients had middle meningeal hemorrhage. 

Post mortem examinations were rarely performed after 
head injuries in Melbourne. In the few reported, three 
cases of middle meningeal hemorrhage unsuspected before 
death were found. 0 

The operations performed numbered 87. Of these 49 
were for depressed fractures, twelve for middle meningeal 
hemorrhage and 26 for subdural hemorrhage. The total 
mortality in the thousand cases was 23-2%. The mortality 
among patients who were operated on was 286%. In 
other words 25 of 87 patients operated on died and of 
these six had middle meningeal hemorrhage. Eight 
deaths occurred from causes other than brain injury. 
Amongst these was one death that was the direct result 
of a lumbar puncture. Of the 586 patients with fractured 
skulls 223 or 38% died. A fractured base of the skull 
was present in 164 cases. Of the 164 patients 70 or 42% 
died. In general all patients were treated conservatively 
unless a compound depressed fracture or a large depressed 
fracture called for immediate operation. Focal signs such 
as Jacksonian fits, altered reflexes, rising blood pressure 
and signs of increasing stupor were the chief indications 
for operation. 


Sm Henry NEKWLAND (Adelaide) asked at what stage the 
patients with middle meningeal hemorrhage referred to 
by Dr. Coates came into hospital. Operation was certainly 
indicated in all these cases, and if it were done early 
enough, life was certainly saved. The 50% mortality 
obtained in the series was probably much the same as in 
other hospitals. How could they reduce this mortality, 
which should be reduced? One way was to insist that 
all patients with head injury should, as far as possible, 
be seen by a competent surgeon at frequent intervals, and 
perhaps be put in a special ward for observation for forty- 
eight or seventy-two hours. It was rather a reproach that 
these patients were not more efficiently treated. 


Dr. Norman Royie (Sydney) discussed the etiology of 
the irritation and of the coma which were seen in head 
cases. Irritation exhibited by the patient presupposed some 
degree of vaso-constriction, due to over-activity of the vaso- 
motor nucleus. Coma, on the other hand, was due to stasis 
of the intracranial circulation. 

Dre. E. S. Meyers (Brisbane) extended his congratula- 
tions to Dr. Coates. These cases were of very great 
interest to the surgeon, and he quite agreed with Sir 
Henry Newland that something special should be done for 
them. This type of patient was usually left to the resident 
medical staff to treat. Probably the best solution would be 


for a well trained resident medical officer of some standing 
to take charge. 

Regarding the surgical treatment, Jefferson had shown 
that any such work should be done early. In this 
type of head injury the mortality was highest. Only by 
the treatment of hemorrhage could advances be made. Had 
anything been done along these lines? With modern 
instruments one might be able to operate in more cases. 
In his own experience patients not operated upon or 
submitted to lumbar puncture had progressed the most 
favourably. The resident medical staff sometimes became 
enthusiastic regarding the use of lumbar puncture. Dr. 
Meyers deprecated this state of affairs. Had Dr. Coates 
used the diathermy knife or the skull plough? Dr. Lee 
was most interested in these conditions and employed the 


-skull plough. Had it been used in Melbourne? 


Dr. Lyte BucHANAN (Sydney) wished to mention one 
small point of interest, namely, the late results of chronic 
subdural hematoma. He had seen a considerable number 
of patients with this condition. Their principal complaint 
was that of constant headache, severe and intractable. He 
had carried out encephalography on a large number of 
these patients. This was very remarkable from the point 
of view of showing the extent of the lesion. The most 
pleasing result, however, was that the greater proportion 
of the patients were relieved by this procedure of their 
headache, though not of dizziness, stupor, or other 
symptoms. He had a short time ago shown six such 
patients at a British Medical Association clinical meeting 
at the Sydney Hospital. The duration of the symptoms of 
these patients had varied ffom nine months to five years. 
In each case eighty to one hundred cubic centimetres of 
cerebro-spinal fluid had been withdrawn and replaced by 
air. Each patient had been completely and permanently 
relieved of his headache. 


Dr. Bronte SMEATON (Adelaide) thanked Dr. Coates for 
his paper on a subject in which he was very interested. 
Most of his own experience in the treatment of such cases 
had been obtained at a time when it was the custom to 
carry out decompression as a routine. Little benefit 
resulted. One important point was the treatment of large 
extradural hematomata. Dr. Coates had mentioned the 
bad results and Sir Henry Newland the high death rate 
in what should be a comparatively curable condition. The 
cause of death suggested by Dr. Coates was that the brain 
did not expand, but perhaps it expanded too rapidly. In 
the last two cases that he had had, Dr. Bronte Smeaton 
had simply broken up the clot and had not removed it. 
Both cases were of exceptionally large hematoma, and he 
thought that the patients would have died if the clot had 
been removed in the usual manner, but they both survived. 
Dr. Smeaton offered this suggestion as a useful measure 
in dealing with such cases. 


Dr. A. E. Coates, in reply, thanked the speakers for 
their comment and expressed his keen interest in the 
subject. Till recently he had not had a very detailed 
knowledge of the subject and compared himself with Sir 
Arthur Keith. The latter had told Berry that he intended 
to learn some embryology. When Berry had inquired 
“How?” Sir Arthur Keith had replied: “By writing a 
book about it.” 


In reply to Sir Henry Newland, Dr. Coates stated that 
he had had about twelve patients with middle meningeal 
hemorrhage. About half of these had been admitted to 
hospital quite late, after two or three days. He recalled 
one patient who had sustained his head injury at a 
Saturday afternoon football match, following which he had 
over-indulged in alcoholic beverages. He had been taken 
home and put to bed. His wife had been quite glad that 
he was so quiet, and equally so when he had slept 
throughout Sunday; on the following day he was still 
asleep. He had been admitted to hospital, with stertorous 
breathing, quite comatose. At operation the cranial cavity 
had been half full of blood clot and the patient died. This 
type of case was fairly common, and it was difficult to see 
what could be done about it. A second patient had become 
involved in a fight, after which he had gone home in a 
dazed condition and had gone to sleep. Forty-eight hours 
later, being still asleep, he had been taken to hospital 
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and was dead on arrival. The public had to be educated 
that if after a head injury there was even a slight head- 
ache, medical advice should be sought. 

Sir Henry Newland’s remarks also, concerning special 
wards for the treatment of head cases, were duite true. 
These patients required constant attention and observa- 
tion. Despite the fact that resident medical officers liked 
to have a routine by which to be guided in treating 
patients, one could not be definite about the treatment of 
head injuries. A patient under conservative treatment 
might need operation an hour later. An extremely valu- 
able procedure was to shave the head in all cases. In 
this connexion Dr. Coates recalled one patient whom he 
had seen who had been admitted to hospital following a 
head injury. The head had not been shaved. When Dr. 


Coates first saw him, forty-eight hours later, he had found 


him to be suffering from a depressed fracture of the 
skull. A second point of importance in the same con- 
nexion was that if a patient required operation, unless 
focal signs were present, evidence of localized injury was 
the only indication upon which one could decide where 
to trephine. This evidence in very many cases could 
not be obtained without shaving the head. 

Dr. Coates expressed his interest in the remarks made 
by Dr. Royle. In reply to Dr. Meyers, he stated that he 
had not used diathermy in the operative treatment of 
head injuries. 

Dr. Coates said that the arrest of dural hemorrhage was 
fairly easy, while that of subdural bleeding was very much 
less easy, as the bleeding point was hard to find, and it 
was not justifiable to cause tag, much local disturbance in 
an attempt to find the bleeding vessel. He had not had 
the opportunity of using the skull plough, as there was 
not one at the Melbourne Hospital. The formation of an 
osteoplastic flap was not desirable in the surgical treat- 
ment of head injuries. It caused too much shock and 
seemed always to be followed by a fatal termination in 
this type of case. 

Dr. Buchanan’s remarks furnished a very interesting and 
valuable contribution to the subject. Encephalography 
might perhaps have benefited Dr. Buchanan’s patients by 
the incidental separation of atihesions. Dr. Coates 
expressed his intention of putting Dr. Buchanan’s treat- 
ment into operation when he should encounter a case of 
the nature indicated. 

Dr. Bronte Smeaton’s remarks had also been of very 
great interest, and Dr. Coates intended to carry out his 
valuable suggestion regarding the treatment of large 
extradural hematomata. 

Dr. Coates thanked all present for the interest displayed. 
As a result of the help he had received during the dis- 
cussion he hoped to lower his mortality in treating patients 
with head injury. 


Paralysis Agitans. 


Dr. N. D. Rorvix (Sydney) read a paper on the treat- 
ment of paralysis agitans. Heisaid that the results he had 
obtained in the treatment of the condition by sympathetic 
ramisection and ipsilateral trunk section had been definite 
in regard to the. temporary amelioration of the rigidity, 
but were disappointing in that the tremor continued 
unabated or was only slightly modified. This had led him 
to reconsider the plan of treatment. Since the division 
of the sympathetic nerves going to the brain profoundly 
altered the cerebral circulation, it had occurred to him 
that the effects of thoracic trunk section should be sought 
in the contralateral limbs. He had found a lessening of 
tremor on the contralateral side in patients suffering from 
paralysis agitans who had been subjected to operation two 
years or more previously. This indicated a new line of 
treatment, namely, the alteration of the circulation of the 
brain on one side for tremor affecting the other side. 
Fourteen patients had been submitted to operation. In 
six patients the tremor was bilateral and affected all 
limbs, head and trunk. In eight patients the tremor 
was mostly distributed unilaterally and affected both upper 
and lower limbs. In only one patient was the tremor of 
—— origin and in none could the condition be said to 

mild. 


In most cases there had been immediate cessation of 
tremor after operation. In seven instances the cessation 
was permanent. Though in other instances the tremor 
returned after three or, four days, in every instance it 
was less than before operation. Rigidity was diminished 
in every instance. The loss of defective power as 
measured by the dynamometer was modified. Out of 
fourteen patients seven were able to return to work. There 
was no deleterious mental effect; the reverse was the 
result. The patients were more cheerful and less irritable. 
All lost their headaches and sleeplessness at night and 
their drowsiness in the day time. 


Dr. A. E. Coates (Melbourne) extended his congratula- 
tions to Dr. Royle on the investigations that he had been 
making for the past ten years or more. He was a pioneer 
in surgery of the sympathetic nervous system and had 
stimulated much anatomical and physiological research 
in many obscure problems. The autonomic nervous system 
received scant attention from anatomists in general and 
in text books, where it was generally referred to in small 
print. 

Dr. Royle’s work on spastic paralysis was well known. 
Though the reasons for the results that followed operation 
had been shown to be not quite as first suggested, the 
operation was still of great value in vascular disease. The 
original work carried out by Hunter and Royle had 
stimulated work by other workers and they were pioneers 
in an entirely new branch of surgery. 

Surgeons had also played a great part in the advances 
made towards the better understanding of epilepsy, 
migraine and disturhances of the autonomic nervous 
system. Dr. Tiegs and himself had been stimulated to do 
research Work. They had reached no definite conclusions, 
but had decided that the sympathetic nervous system could 
affect striated muscle in some way. After the sympathetic 
nerves were cut the corresponding limb became more 
easily fatigued. This might account for the presence of 
more power on the opposite side, as referred to by Dr. 
Royle. Dr. Tiegs had recently carried out work, unpub- 
lished as yet, on a series of one thousand animals. This 
work showed that some substance was secreted by the 
sympathetic nerve endings, influencing the irritability of 
the muscle and rendering it less easily fatigued. It had 
been also suggested by Bailey and workers in Leningrad 
that such an influence was present. This did not affect 
the position with reference to spastic tone, but in vascular 
disease especially there was hope that something might 
be done. 

He had only removed the inferior cervical and the 
superior thoracic ganglion in four cases. Following opera- 
tion there was a definite warming of the corresponding 
limb. He had had one peculiar case. Following Dr. Royle’s 
work he had operated upon a man suffering from tremor 
due to a striatal lesion, of doubtful nature. Following 
operation there had beenclittle improvement in the tremor, 
but the patient’s mental condition had greatly improved. 
This was not his own observation only; the patient himself 
had volunteered that he had become more alert, and this 
condition had persisted. 

Dr. Coates felt that they were on the borderland of 
new discoveries. Dr. Royle’s work was really embryonic, 
and the final conclusions would take years to form. He 
did not know whether the results of sympathetic surgery 
were lasting, but in the limbs they were so, at all events 
for a time of five years. Perhaps this was not quite a 
long enough period after which one could definitely say 
that the results were permanent. 


Further work might show that it was possible to 
influence the blood vessels of the brain. Physiological 
text books stated that the cerebral blood vessels were not 
under nervous control, but recent publications showed that 
the pial vessels were under the influence of the sympathetic 
nervous system. Removing the stellate ganglion in 
animals produced definite effects. Many patients afforded 
suitable material upon which to carry out work which 
hitherto had been done on laboratory animals only. 

He congratulated Dr. Royle 6n showing that it was 
possible clinically te produce such vaso-dilatation, and his 
name would go down to posterity. 
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Colour Films of Operations. 

Sm Henry NRWLAND (Adelaide) showed a colour film 
which he had had prepared for teaching purposes. The 
film showed several surgical procedures, as follows: 
Excision of a chronic gangrenous area of the abdominal 
wall with the diathermic knife, the gangrene having 
followed appendicectomy; an ulcer of the leg treated by 
skin grafting (a Thiersch graft was taken from the thigh 
and tannic acid was subsequently applied to the raw 
surface in this situation); subtrochanteric osteotomy of 
the femur; cholecystectomy for gall-stones (a large stone 
was first removed from the gall-bladder so as to provide 
access to the ducts); a demonstration of the naked-eye 


pathology of the breast (a breast was shown exhibiting 
cystic disease and carcinoma, and large axillary glands 
were present); a patient suffering from a tumour of the 
acoustic nerve (tests prior to operation showed marked 
facial paralysis and corneal anesthesia); amputation of a 
toe for diabetic gangrene; removal from the groin of an 
enlarged gland secondary to a sarcoma of the thigh. 


Surgical Treatment of Rheumatoid Arthritis. 

Dr. Rapctirre Taytor (Perth) read a paper on the 
surgical treatment of rheumatoid arthritis. This paper has 
not been made available to THe MepicaL JouRNAL or 
AUSTRALIA, 


— 


Section EI: 


— 


Ray and Electrical Cherapp. 


An Australian Association of Radiology. 


A discussion took place on the proposed Australian 
Association of Radiology. The following conclusions were 
reached: 


1. That the members of Congress present at this 
meeting constitute themselves, with the addition of 
Dr. D. I. Smith and Dr. Syme Johnston of Western 
Australia, and Dr. V. McDowall and Dr. B. L. 
Clark, of Queensland, provisional members of the 
Australian Association of Radiology. 

2. That the full membership of this association 
be limited to legally qualified medica] practitioners. 

3. That these provisional members shall report 
to their parent associations, who in turn shall 
appoint members to form a provisional Federal 
Council to draw up the Articles of Association at 
Canberra in April, 1934. 

4. The Federal Council to consist of one repre- 
sentative from each State. 


Dr. H. R. Sear was elected provisional chairman and 
Dr. A. T. Nisbet provisional secretary of this meeting. 


Leontiasis Ossea. 


Dr. H. R. Sear (Sydney), in his presidential address, 
discussed the subject of leontiasis ossea. He said that 
under this term had been grouped two essentially different 
lesions, the one characterized by a gradually progressive 
and eventually very extensive periostitis with great osteo- 
sclerosis, the other consisting of the various types of 
osteitis fibrosa involving the bones of the calvarium and 
face. Apart from facial deformity due to bony overgrowth, 
these two types in no way resembled one another; their 
radiographic features differed to a marked degree. 

After referring to Knaggs’s classification of leontiasis 
ossea, Dr. Sear said that he modified it or amplified it 
somewhat as follows: 

A. Creeping periostitis of the bones of the face and skull. 

1. The generalized type with widespread involvement 
of the facial and cranial bones. 

2. The antral type in which the antrum became 
enlarged and obliterated by dense, almost uniform 
osteosclerosis. 


B. Diffuse osteitis of the bones of the face and skull. 
1. (a) The generalized type. 

(5) The type described by Ivimay and by Hirsch, 
characterized by extensive changes in the rest 
of the skeleton. 

(c) The type in which there appeared to be 
extremely dense, almost uniform osteosclerosis 
developing deeply within the cancellous tissue. 

2. The circumscribed form. 
3. The local form. 

(a) The type characterized radiographically by 
finely cancellous bone of “stippled” appear- 
ance, the bony formation being neous. 


(b) The type with irregular lumpy osteosclerosis. 

(c) The type described by Parof and Gally, in 
which there was great maxillary overgrowth 
of the osteitic type, but with irregular osteo- 
sclerosis in the cranial bones, similar to those 
of osteitis deformans._ 


Dr. Sear discussed at some length the periostitic type of 
leontiasis ossea. He had seen five patients with this type 
of lesion. He showed the skiagrams of the conditions and 
described the clinical histories. The accepted view, he 
stated, was that the condition started in most instances 
in the nasal fosse and sinuses. The site of origin in and 
about the antra had been one of the factors suggesting 
the infective theory. Dr. Sear pointed out that the 
skiagrams demonstrated by him showed that the con- 
dition might start round the orbit or near the orbital 
plate of the great wing of the sphenoid. He also drew 
attention to the type of spread—it resembled that of the 
dystrophy described by Léri as mélorhéostose, and spread 
towards the periphery in a linear fashion, instead of 
diffusely over the bone. Dr. Sear could not offer an 
explanation for this type of spread, but thought that the 
appearance suggested a segmental distribution. 

In discussing the osteitis fibrosa group Dr. Sear 
emphasized the variability of its characteristics. He dis- 
cussed this group under the three headings as set out 
in his classification and enumerated the conditions con- 
cerned in the differential diagnosis. The pathology of 
this type was bound up with that of osteitis deformans 
and osteitis fibrosa. 


Diagnosis of Chest Lesions. 


Dr. R. D. MoInrosu (Hobart) read a paper on the dif- 
ferential diagnosis of chest lesions. He said that apart 
from technicalities three basic principles governed the 
production of chest radiographs. These were the elimina- 
tion of movement, the upright position of the patient and 
the adoption of a uniform standard technique. In the 
description of chest radiographs the radiograph should be 
first examined critically for evidence of movement, actual, 
respiratory or cardiac. Then the following points had to 
be noted: (i) the shape of the thorax and pleural cavity 
in respect to the type of chest, symmetry and levels of 
the domes of the diaphragm; (ii) cardio-pericardial and 
aortic shadows regarding size, shape and position; (iii) 


the condition of the lungs with reference to (a) the size 


and character of hilar shadows and central pericardial 
tree, (b) changes in lung markings either towards the 
fibrotic type, even or nodular, or towards acute radiating 
lines of infiltration, even or beaded, or areas of clouding 
with reference to shape, site and density, or areas of 
absent lung markings. 

Dr. McIntosh then discussed the interpretation of data. 
After referring to exclusion of subdiaphragmatic pressure 
and to the cardio-pericardial shadow, he discussed acute 
lesions. He said that as a result of experimental work 
he had concluded that mottling corresponded to discrete 


4 

— 
. 
q 

— 


316 THE MEDICAL JOURNAL OF AUSTRALIA. 


Manch 3, 1934. 


hemorrhagic points, complete mottled clouding corres- 
ponded to areas of hemorrhagic pneumonia, and slight 
accentuation of the bronchial tree corresponded to 
engorged blood vessels and bronchial infiltration. It was 
usually easy to determine from a radiograph that an acute 
inflammatory process had occurred in the lungs by their 
enlarged hilar shadows and the increased thickness of the 
bronchial markings with also, perhaps, mottling of a 
fluffy type. In acute infective or irritational inflammatory 
reaction the mottling was somewhat indefinite in outline 
owing to the surrounding gradations of the reaction in 
the tissues. When a radiographic examination was made 
later, there would be little evidence, if any, of the inflam- 
matory reaction. This might happen even in empyema. 

In silicosis there was an even hold-up of the dust cells 
throughout the lymphatic junctions with the production 
of clear-cut, evenly distributed nodular fibrosis; this 
appearance would be preserved until the end unless the 
picture was changed by infection. This change was 
usually caused by the tubercle bacillus. When a person 
suffering from pulmonary tuberculosis took up mining in 
silica country he usually showed quickly the effect of 
dust by an early appearance of radiographic mottling. 
If the tuberculous infection was active, the radiographic 
picture produced was not usually the symmetrically dis- 
tributed mottling of a pure silicosis, but the asymmetrical 
mottled clouding of a pure tuberculosis. When a tuber- 
culous infection was a late accompaniment of silicosis, 
it was not as a rule radiographically diagnosable until it 
caused a destruction of the symmetrically mottled picture 
of a pure silicosis by superimposed localized clouding, 
usually, but not invariably apical or subapical. 

In discussing tuberculosis, Dr. McIntosh said that it 
occupied an intermediate position radiographically 
between acute respiratory infections and silicosis. This 
was because dead tubercle bacilli had a preservative action 
on the cells, similar to that of silica, with a determination 
towards the production of white fibres, while live tubercle 
bacilli had a determination towards caseation with the 
picture of an acute inflammatory reaction as well. Dr. 
Melntosh's remarks on tuberculosis were based on this 
statement. In regard to the question of the activity of a 
tuberculous infection, he laid stress on the need for 
— examinations made at fairly long intervals of 
time. 

Dr. McIntosh also. discussed tumour-like pulmonary 
entities—abscess, hydatid infection, aneurysm and 
neoplasms. 


Dr. A. T. Nisper (Sydney) read a paper on the diagnosis 
and treatment of tumours of the lung. The present day 
more satisfactory diagnosis of lung tumours, Dr. Nisbet 
maintained, was due to a greater degree of perfection in 
radiology. In addition to straight-out diagnosis by means 
of radiograms, they now had the “radio-therapeutic 
diagnostic test”. For example, if doubt existed as to 
whether a tumour seen in a radiogram was an endo- 
thelioma, a lymphosarcoma or a primary squamous car- 
cinoma, a course of deep X radiation would settle the diag- 
nosis: the first two would diminish in size and the primary 
carcinoma would remain unchanged. This had brought 
about a new classification of neoplasms—radio-sensitive 
and radio-resistant tumours. 


Ewing stated that primary malignant tumours of the 
lung constituted about 1% of all cancers. Ewing also 
stated that the chief etiological factor was tuberculosis. 
While Dr. Nisbet found it difficult to disagree with so 
eminent an authority as Ewing, he had not been able 
in any single instance to find a suspicion of pulmonary 
tuberculosis as a primary cause. 
invoked as a cause and primary carcinoma of the lung had 
in certain miners been held to be due to ore which gave 
off a radium emanation. Another view was that the 
greater use of tarred roads or the inhalation of gasolene 
fumes might be a causative factor. 

Dr. Nisbet dealt with intrathoracic growths under 
several headings. Lymphosarcoma was particularly radio- 
sensitive and a diminution in size might be noted within 
a few days of irradiation. In intrathoracic Hodgkin's 
disease the mediastinal glands were usually the first 


Influenza had been 


affected. This condition did not react quite so quickly to 
radiation as lymphosarcoma, but if no, other glands were 
palpable, X ray therapy was a useful diagnostic test as 
well as a therapeutic agent. Endothelioma was usually 
seen on an X ray film when the growth had become of 
large size. The patients did not seem to contract many 
symptoms until a fairly late stage was reached. The 
growth might then simulate a dermoid cyst, a primary 
carcinoma or a fibrosarcoma of the lung. Endothelioma 
was less sensitive than lymphosarcoma or Hodgkin’s 
disease, but more sensitive than either a dermoid, a 
primary squamous carcinoma or a fibrosarcoma. Dr. Nisbet 
described one case of fibrosarcoma that had come within 
his experience; he also gave details of a case of oat cell 
tumour, with an account of the pathological findings on 
examination of a gland taken from the axilla. Squamous 
carcinoma was the most radio-resistant of lung tumours. 

Dr. Nisbet pointed out that the outlook for any patient 
with a lung tumour was bad. He said, however, that after 
working for six months with a plant working at 250,000 
volts and with a filtration of three millimetres of copper, 
he had found radioresistant epitheliomatous glands of the 
neck recede under treatment. In view of this he thought 
that they might look forward to better results in the 
radiological treatment not only of pulmonary, but of all 
other classes of newgrowth. 

Dr. H. M. Curter (Sydney) raised the question as to 
the cause of silicosis. It had been commonly accepted 
that the causal factor was free silica; it had now come 
to be regarded, in view of the work of Dr. Jones, as being 
due to a silicate known as sericite. Dr. Jones accompanied 
his paper by a most convincing scientific argument. Dr. 
Cutler took exception to the remark that silicosis cleared 
up. In the Silicosis Commission of New South Wales it 
had always been a definite finding that the condition was 
progressive, and any cases which showed signs of clearing 
were almost certainly due to an infective process, prob- 
ably tuberculosis. He did not agree that the early cases 
were always clear-cut and even. The distribution was 
usually uniform in each lung, but frequently only bases 
were involved, while the apices could remain free of the 
nodular mottling. With reference to tubercle bacillus in 
the sputum of silicotics, by far the most common experi- 
ence was that the sputum was “negative”. With reference 
to the time period for the demonstration of lung lesions 
by radiographic means, his impression was that at least 
some years must have elapsed with continual exposure to 
silica, dust. 

Dr. McIntosh had raised the question of deciding the 
activity of a tuberculous lesion in the chest. Dr. Cutler’s 
opinion was that activity was usually indicated by mottling 
of a soft and confluent nature, while the older and more 
discrete types of mottling usually indicated a more 
quiescent lesion. Serial radiographs extending over 
regular periods were the only definite means of determining 
the activity. 

He objected to the tapping of a hydatid cyst in the lung, 
as this was a procedure so fraught with risk. Whenever 
it should happen that a hydatid cyst of the lung was 
tapped, the correct procedure was undoubtedly immediate 
operation. He drew attention to one case which had 
occurred some time previously, in which diagnosis of 
metastases in the chest had been made by an experienced 
and competent radiologist; eventually, when the patient 
developed a spontaneous pneumothorax, the supposed 
metastases proved to be fibrin bodies on the inner aspect 
of the pleura. ° 


Dr. Correr Harvey (Sydney) thanked the speakers for 
the excellence of their papers. He wished also to discuss 
the question of the clearing of a ehest in silicosis. He 
agreed with Dr. Cutler that clearing did occur when 
superadded infection was present, but pure silicosis was 
undoubtedly progressive, and in his experience had never 
been known to clear. Frequently he had been consulted 
by people for other conditions and during examination had 
discovered the presence of silicosis, and these people had 
in some cases been away from exposure to silica-laden 
dust for at least twenty-five or thirty years, yet their 
condition persisted. 
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He took exception to the use of the term “lines of 
infiltration” as being diagnostic of merely tuberculous 
lesions. In his opinion they did not suggest typical 
tuberculosis. 

With reference to the paper by’ Dr. A. T. Nisbet, he 
admitted that in the radiological treatment of new growth 
of the chest by deep therapy there were isolated triumphs, 
but in his experience the outlook was always extremely 
grave. He disagreed very much with the procedure known 
as therapeutic diagnosis, as his experience was that while 
a few types of tumour were benefited by radiation the 
chance of ultimate cure was very remote and the patients 
were subjected to such severe after-results. 

In the case where the unresolved pneumonia had been 
mistaken for a new growth he blamed the clinical attendant 
rather than the radiologist for his mistake in diagnosis, 
as in almost every case the radiologist was asked to make 
a diagnosis with the complete absence of clinical history. 


Dr. H. A. McCoy (Adelaide) wished to compliment Dr. 
Nisbet on his wonderful collection of films dealing with 
intrathoracic growths; he regarded it as being unique. He 
agreed with Dr. Nisbet that diagnosis was not a simple 
matter and should be done with great care and with a 
proper correlation of all the available information; even 
then a great element of doubt sometimes existed in the 
diagnosis. He was disappointed that Dr. Nisbet did not 
use diagnostic pneumothorax in lung malignancies. 
Frequently pneumothorax did occur in certain forms of 
malignant disease of the chest, for example, endothelioma 
of the pleura. In one case of Dr. Nisbet there was an 
extensive effusion on one side of the chest. He was not 
prepared to accept the diagnostic therapy test, as in 
his opinion it was not really convincing. The slide showing 
the end result of treatment showed only thickened pleura, 
and he asked could not this have been due to a simple 
effusion, particularly as such a short period had elapsed 
between the time of treatment and apparently complete 
healing. He himself preferred always to adopt the 
conservative aspect. . 

Dr. J. CLENDINNEN (Melbourne) disagreed: with Dr. Cotter 
Harvey when he stated that he disagreed with the principle 
of deep therapy in chest malignancies. In his opinion deep 
therapy had not been damaging to the lung, and the 
patients were not severely inconvenienced. He recalled a 
case of alveolar sarcoma in which the patient had com- 
plained of grave distress and was very much relieved and 
comfortable; after treatment no claim was made for it as 
a cure. His main object in the treatment of this case 
had been to provide relief for the patient. He did not 
agree with the prognosis of two and a half to three years 
as being the probable period of life in people affected with 
Hodgkin’s disease, as he had had many cases in which the 
life of the patient had been long. He could recall several 
returned soldiers with Hodgkin’s disease whom he had 
treated during the latter years of the war and who were 
still alive and apparently well. In fact the champion of 
a Victorian road race had received deep therapy at his 
hands and was still well. He agreed with Dr. Cutler that 
he had never seen clearing in silicosis. Superadded infec- 


tive lesions had frequently cleared up and in a big pro- 
portion of cases the lesion was tuberculous. 

Dr. McIntosh, in reply, admitted that his description of 
silicosis was badly worded; he agreed that the distribu- 
tion was nearly always symmetrical. 


Occasionally he had 


seen what he described as the winged type, with slight 
irregularities, but in his opinion this was not typical. He 
had not meant to say that fibrosis cleared. He admitted 
that fibrosis was always permanent, but he thought that 
the mottling did clear slightly, particularly in cases com- 
plicated by tuberculosis. Finer types usually became coarse 
and he was fully in agreement that they never vanished. 
With reference to the sputum in silicosis, he had made 
many examinations, and even when the patient was known 
to have an active tuberculosis, examination of the sputum 
had frequently failed to reveal tubercle bacilli. Oue patient 
had had a “negative” sputum on twelve occasions, but 
following an anesthetic had developed a pneumonia when, 
shortly after, the sputum became “positive”. He had read 
of an examination in America of 4,000 miners engaged in- 
an industry where the air contained silica dust; it was 
stated that 50% of the acknowledged silicotics showed 
evidence of an active tuberculosis. With reference to the 
activity of a tuberculous lesion, he agreed with Dr. Cutler 
that frequently the radiographic appearances were typical 
of an active lesion, but in his opinion the only definite 
method was repeated pictures over a time with regular 
periods between them. Dr. Cotter Harvey had criticized 
his term “lines of infiltration”. Perhaps this was not an 
adequate description, and certainly he did not regard it 
as being sufficient to establish the diagnosis of tuberculosis, 
but he had pointed out that- the essential factors were 
complete consideration of all clinical facts, with considera- 
tion of all the radiological information. In fact, a syndrome 
of data was absolutely necessary to make a diagnosis 
certain. In his opinion these lines were merely an indica- 
tion of the removal of infected cells by the lymph stream 
and they showed where these cells were held up by 
lymph junctions. He thought that the other clinical signs 
in the chest established definite evidence of tuberculosis. 
He also agreed that the tapping of the hydatid cyst of the 
lung was not a good practice, but in this case it had been 
done before he came in contact with the patient. 


Dr. Nisbet, in reply, could not understand the attitude 
of Dr. Harvey in refusing to admit any benefit from deep 
X ray treatment in malignant disease of the lung. 
Carcinoma of the lung, even of the squamous type, when 
exposed to radiation showed improvement, and he could 
not see that the treatment was not beneficial. It was 
only within the last few years that radiation was slowly 
becoming understood. Whether the benefit was due to the 
different types of filtration, the variation in kilovoltage, or 
the different technique employed in application, and the 
different dosage he could not say, but certainly the results 
were very much more encouraging. He recalled two of 
Dr. Harvey’s patients suffering from oat cell types of 
carcinoma, who had been very much benefited by the 
treatment of deep therapy. In reply to Dr. Harvey, who 
had criticized the case with pleural effusion, he had not 
shown all the films. Several of the intermediate ones 
showed that beyond doubt the lung was the seat of malig- 
nant change not apparent on the films which had been 
shown. With reference to pneumothorax, he certainly had 
not done it as a diagnostic measure. He could recall 
several cases of spontaneous types, and certainly they were 
a help in diagnosis. With reference to the expectation 
of life in Hodgkin’s disease, his figures were the result 
of an extensive search in the literature of that disease in 
the Fisher Library. 


— 


Che Trade Exhibition. 


Tue Trade Exhibition Committee had at its disposal 
several rooms in the building of the Department of Physics. 
Space was allotted to various firms. The following is a 
short account of the several exhibits. 


The exhibit of JosepH NATHAN AND Company (Ausr.), 
Proprrerary, LTD (Glaxo Laboratories) comprised a 
complete range of their vitamin products—“Ostelin” (vita- 


min D), 


“Adexolin” 


(vitamins A and D), “Ostomalt”, 
“Colloidal Calcium with Ostelin“, “Glucose-D” and anti- 


viruses. The company claims to be pioneers of vitamin D 
production; it holds the patent for the Steenboch process 
for the manufacture of this vitamin. The Glaxo Labora- 
tories, London, produce crystalline vitamin D (calciferol) by 
the irradiation of ergosterol. A series of photographs at this 
exhibit illustrated the various processes of manufacture. 
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Other features of this exhibit included “Glucose-D”, i 
which glucose is presented in crystalline form. The 
analysis of “Glucose-D” indicates that it contains 98% 
pure anhydrous glucose. This high percentage, together 
with its free solubility and crystalline form, gives 
“Glucose-D” many advantages over syrupy glucose. 

Antiviruses for the local treatment of suppurative con- 
ditions were also given prominence. 

“Colloidal Calcium with Ostelin” is another product of 
the Glaxo Laboratories. This is a preparation of calcium 
in colloidal solution, with the calcium-regulating vitamin 
D. It is designed for subcutaneous injection in cases in 
which the aim of treatment is to secure a swifter assimila- 
tion of calcium and a more prolonged action of vitamin D 
than can be attained when these agents are given by the 
alimentary route. 


Tue CoMMONWEALTH SeRuM LABORATORIES presented a 
range of biological products, principally sera, vaccines and 
certain endocrinic preparations, such as insulin, pituitary 
extract and thyreoid tablets. Pollen vaccines against hay 
fever and asthma were also features. 

The Laboratories, which are administered by the Com- 
monwealth Health Department, represent a settled activity 
of the Commonwealth Government. The policy of the 
Laboratories is to supply agents of proven value. The 
preparation of these agents is undertaken with the greatest 
care, and tests are employed to establish the potency of 
a product as a therapeutic or prophylactic agent. The 
sterility of the products and freedom from harmful effects 
are controlled by means of cultures, careful technique, and 
animal inoculation. 


The display of NestL£ AND ANGLO-Swiss CONDENSED MILK 
Company (AvusTRALASIA), Limirep featured the scientific 
manufacture and properties of the two well known infant 
foods, “Lactogen” and “Vi-Lactogen”. Illuminated slides 
illustrated the interior of Nestlé’s scrupulously clean con- 
denseries, and showed a section of one of the company’s 
large research laboratories. Coloured diagrams illustrated 
the important point that there is no superheating in the 
manufacture of these foods. Other diagrams effectively 
contrasted the difference between the protein and fat con- 
tent of “Vi-Lactogen” and ordinary cow’s milk. A special 
representative was in attendance, and explanatory litera- 
ture of special interest to the profession was available. 


GLANDULAR PREPARATIONS, LimiTep,’ of 65, Macquarie 
Street, Sydney, made a special feature in their exhibit of 
“Hepasol”, a liquid extract of liver prepared for intra- 
muscular injection and oral use. 

The injectible preparation is supplied in ampoules con- 
taining three cubic centimetres and one cubic centimetre, 
and charts of several interesting clinical test cases of 
pernicious anemia carried out in various public hospitals 
clearly demonstrated the potency of the preparation. 

“Porculin”, a preparation of desiccated hog stomach 
tissue, was also demonstrated in its original form and in 
combination with ferri et ammonii citras. 

“Hepasol” for oral use was also shown in two forms: 
(a) As a plain liquid liver extract, found particularly 
useful in the treatment of pernicious anemia. (b) In com- 
bination with ferri et ammonii citras and copper sulphate 
(15 grains of iron to the teaspoonful dose), generally 
useful in the treatment of hypochromic anzmias. 


Mum AND New, Liuirep, Sydney, exhibited all British 
lines of medical and surgical interest, chief amongst which 
were the following preparations of Oppenheimer, Son and 
Company, Limited, London: “Roboleine” (a reconstructive 
tonic food), “Bipalatinoid Iron” (nascent ferrous car- 
bonate), Pulverette Alphidine“ (non-toxic iodine), 
“Bipalatinoid Thyromang” (potassium permanganate and 
thyreoid extract), and the Os and Company Aerizer“, a 
special feature of which is the valve which enables a 
perfect vapour to be produced with aqueous or oily 
solutions. 

“Sanitas Fluid” is an aqueous solution of hydrogen 
peroxide, thymol and various camphoraceous bodies. It 
is colourless, non-poisonous and does not stain the linen. 
It is valuable as a germicide, antiseptic and deodorant 


oxidizing ‘uid, generating twice its own volume of nascent 
oxygen in the presence of septic and putrescible matter. 

“Sanoid” ligatures, Variban“ (elastic plaster bandage), 
“Cellanband” (antiseptic-paste impregnated bandage) were 
amongst the lines displayed on behalf of Cuxson Gerrard 
and Company, of Birmingham. 


Tue Stanrorp X-Ray AND RApIuM COMPANY, PROPRIETARY, 
Liuirep, displayed electro-surgical apparatus and a full 
range of X ray accessories. 

The most notable piece of apparatus displayed was an 
electro-cutting coagulation combination unit, a machine 
entirely manufactured in their Melbourne factory. A smaller 
portable combination unit suitable for the private prac- 
titioner was also on view. This machine, although portable, 
is entirely suitable for prostatic resection (cutting under 
water). 

A large and a small type of the latest Potter-Bucky 
diaphragms created great interest. These diaphragms have 
a superfine grid and enable pictures to be taken at thirty- 
six inches distance; also half-second exposures are 
permissible. 

Catalogues of the latest shock-proof X ray equipment, 
from the small bedside unit to the large 200,000 volt deep 
therapy unit, were available for distribution. 

All necessary dyes for gall-bladder, stomach, kidney work 
et cetera were on view. 


Tue Saniras X-Ray Company, Berlin, represented by 
Mr. H. J. Muehlen-Schulte in Melbourne and Sydney, 
exhibited a new shock-proof mobile X ray unit, a machine 
for electro- surgery, and a short wave apparatus. The 
electro-surgical machine attracted special attention, not 
only by reason of its exceptionally high output and ease 
of control extending over the full range from small cos- 
metic operations to large incisions and coagulations, but 
particularly also by the fact that foot switch control has 
been abandoned, and by employing a special patented 
circuit the primary current supply to the machine can be 
turned on and off with a small button contact in the 
operating handle itself. The short wave apparatus shown 
was claimed to be the first of its type in Australia. 
Operating with a N of about 70 million oscillations 
per second at a wave length between five and fifteen 
metres, this new machine provides homogeneous heat in 
bony tissues as well as soft tissues. Electrodes in the 
form of flexible condenser pads are used and applied over 
the clothing, entirely eliminating any danger of burning. 


Tue Bowxer X-Ray Company, Proprietary, LIMITED, 
showed its new universal X ray apparatus. This equip- 
ment was designed and manufactured in Australia to meet 
the needs of the country hospital and medical, men 
requiring a compact equipment capable of doing all classes 
of radiography and fluoroscopy at a moderate price. 

The unit consists of a fluoroscopic and radiographic tilt 
table, incorporating a counterbalanced Potter-Bucky 
diaphragm moving on rails underneath the table top. A 
tube stand on a side rail is included, providing easy 
adjustment of all vertical, horizontal and _ urological 
positions. The movement of X ray tube and fluorescent 
screen is synchronized, and also an interlock is provided 
to keep the tube centred automatically on the Potter-Bucky 
diaphragm in the horizontal and vertical positions. A 
special Bucky raising mechanism (patent applied for) 
enabled easy height adjustment of the Potter-Bucky 
diaphragm for upright “Bucky work”. The unit is 
supplied with a powerful X ray generator, which is built 
in, no extra space thus being required. 

A new auto-protective tube manufactured by Compagnie 
Générale de Radiologie, Paris, was shown; also “Mimosa” 
X ray paper, and a new low priced portable diathermy 
apparatus. 


THe Denver CHEMICAL MANUFACTURING COMPANY 
exhibited “Antiphlogistine” and “Sal Hepatica”. 

“Antiphlogistine” is composed of a fine anhydrous and 
levigated argillaceous mineral, chemically pure glycerine, 
compounds of iodine, minute quantities of boric and 
salicylic acids, and the essential oils of peppermint, 
gaultheria and eucalyptus. It spreads smoothly upon and 
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adheres feebly but effectively to any part of the body to 
which it is applied, lending its pliancy and fineness to 
any contour. Local applications of heat prove an excellent 
means of securing arterial dilatation and acceleration of 
the circulation. Antiphlogistine“ has been used for a 
period of forty years in most couatries of the world. 

“Sal Hepatica” is an effervescent saline combination 
laxative and eliminant; it is used in gastric, hepatic and 
renal disorders. 


PaRKE, Davis AND Company, manufacturing chemists, of 
50, Rothschild Avenue, Rosebery, Sydney, presented an 
extensive range of their products, many of which were 
new. Amongst the products exhibited were: “Ventriculin”, 
a desiccated gastric tissue for the treatment of pernicious 
anemia; “Halivol” (halibut-liver oil with Wiosterol“), 
having a vitamin A potency 60 times and a vitamin D 
strength 250 times that of a high grade cod liver oil; 
“Etisil” (sal-ethyl carbonate), a new non-irritating sali- 
cylate permitting larger doses than the usual acid-soluble 
salicylates without gastric disturbance; Eschotin“, an 
extract of the suprarenal cortex for Addison’s disease; 
“Antuitrin S”, anterior pituitary sex hormone obtained 
from the urine of pregnancy; Theelin“, ovarian follicular 
hormone for parenteral administration and “Theelol”, the 
ovarian follicular hormone, for oral administration, both 
of which are also manufactured from the urine of 
pregnancy; Pitressin“, the pressor hormone of the post- 
pituitary, which, in addition to the usual clinical indica- 
tions, is being used prophylactically for the prevention of 
post-operative abdominal distension; “Pitocin”, the oxytocic 
hormone of the post-pituitary, specially indicated for the 
stimulation of uterine contractions where increase of blood 
pressure in contractile action of the vascular system is 
undesirable. 

Alkaline compound tablets consisting of potassium 
citrate 40 grains, calcium-sodium lactate 74 grains, and 
sodium bicarbonate 20 grains, were also amongst the pre- 
parations exhibited. These tablets are the exact formula 
recommended by Cameron and Thompson, of Glasgow, for 
the treatment of albuminuria of pregnancy. 


W. Watson AND Sons, LIMITED, exhibited a comprehen- 
sive range of X ray and electro-medical equipment. Over 
£2,500 worth of equipment was on view, and a point worthy 
of note was that over 75% was of Australian manufacture 
and incorporating Australian patents, including the split 
core X ray transformer, which proved of considerable 
interest to radiologists. 

Units for electro-surgery, diathermy, ionization, micro- 
scopes and a working exhibit of a Caldwell X ray unit, 
with which practical demonstrations were made, were 
also included in the display. A shock-proof X ray tube 
for fitting to new or existing installations, and a display 
of interesting radiographs demonstrating Ilford films and 
opaques, such as “Shadocol”, Lipiodol“, and Tenebryl“, 
were on view. 

The new Levy West fluorescent screen, permitting visual 
examinations being made using a fraction of the normal 
energy required, was also announced. 


The gas-oxygen exhibit displayed by the AssocrIaTED 
Oxycen Companies illustrated definite progress in the 
administration of anesthetics. The “DM” model anes- 
thetic machine, permitting even the patient to self- 
administer nitrous oxide during labour was elaborately 
displayed and explained. Particular interest was displayed 
in their oxygen service. In this service oxygen and all 
equipment for the administration thereof are supplied, 
complete with tent, direct to the patient’s bedside. The 
outstanding feature of this service is the direct instruction 
to the nurse in charge and the rendition of accounts direct 
to the patient. 


May Anp Baker, Liuitep, London, displayed the arsenic 
preparations of “N.A.B.”, “M.A.B.” and “Acetylarson” 
(solution). “Neo-Cardyl”, an oily solution of bismuth, was 
also shown. 

Packed in their double ampoules, called “Bipoules”, were 
the preparations of “N.A.B.”, “Tryparsamite” (for general 
paralysis of the insane), “Crisalbine” (for tuberculosis 
and lupus). 


With the well known gall-bladder dye, Opacal“, was 
“Neo Hydriol” (iodized oil) and a new preparation to the 
radiologist called Diagnothorine“, for the outlining of the 
mucous membranes of stomach and duodenum. 

Spinal anesthetics, “Duracaine” and Stovaine“, in con- 
junction with ephedrine and “Planocaine” ampoules, with 
the local anesthetic “Planocaine” was of interest to the 
surgeon. 

For the physician a new compound of amidopyrin, of a 
powerful analgesic nature for the relief of pain, was dis- 
played with “Soneryl”, “Gardenal”, Theogardinal“, 
ephedrine and “Nasal Jelly”. 


ELI Litty AND Company, of Indianapolis, United States 
of America, through their Australian distributors, Messrs. 
Charles Markell Company, Limited, of Sydney, placed 
several preparations on their stand. 

The chief display was a special exhibit showing the 
commercial production of “Lilly Insulin” at the Lilly 
Laboratories in Indianapolis. This display showed by 
photographs and specimens the whole process of manu- 
facture, from the time the pancreas reaches the factory 
until it leaves as the finished product. This exhibit was 
specially prepared by Messrs. Eli Lilly and Company for 
the Hobart Congress. 

Another exhibit of interest was the production of 
ephedrine from the Chinese drug Ma Huang (Ephedra 
vulgaris). Alongside this exhibit were displayed the well 
known ephedrine products, such as pulvules, inhalants, and 
ephedrine and “Amytal”. 

Other products of interest displayed were Extralin“, a 
preparation used in the treatment of pernicious ansmia, 
“Oxyl Iodide Compound“, used in the treatment of 
arthritis. 

The “Amytal” group, consisting of “Amytal”, “Amytal 
Compound Pulvules“, and “Sodium Amytal”, were also 
displayed. 

“Gluco Calcium”, used in the treatment of tuberculosis, 
and “Carbarson”, used in the treatment of amebic 
dysentery, were two of the newer preparations displayed. 


CapBuRY-FRY-PAscALL Proprietary, conducted 
a “Bourn-Vita” service, where members of Congress and 
their friends were quick to.avail themselves of the hygienic 
sampling facilities. Both hot and iced “Bourn-Vita” were 
served in the cool of an attractively dressed alcove. The 
object of this demonstration was to enable members of the 
Congress to sample the beverage, and during the hot days 
that were experienced, iced “Bourn-Vita” was in much 
demand. 

In large tower showcases interesting displays of the 
raw ingredients from which this new product is made, 
were featured, and folders explaining the qualities of 
“Bourn-Vita” were distributed. This food contains malt of 
a high diastatic value, fresh full-cream milk, eggs and 
chocolate. 


LAMps (AUSTRALASIA), LimiTepD, displayed the 
products of their laboratories and factories in Eindhoven, 
Holland, where a staff of scientific workers is engaged in 
the perfection of scientific apparatus: The display included 
shock-proof X ray plants and tubes. A complete range of 
X ray apparatus of shock-praof design, of from 50 to 200 
kilovolts, was shown to be available. It was also shown 
that the focal spot of radiographic tubes of enormous 
capacity had been reduced to as low as two millimetres 
square with an output of 800 milliampéres. 


ALFRED LAWRENCE AND ComMpPANy, Limrrep, of 561, Little 
Bourke Street, Melbourne, confined their display to a 
demonstration of “Poulticine”.. It is a soothing antiseptic 
poultice. Glass jars on the stand contained the high 
grade ingredients used in its manufacture, the basis of 
which is aluminium silicate, blended with glycerine, boric 
acid, menthol, potassium iodide, eucalyptol and thymol. 
It is claimed that this combination of ingredients and 
their special antiseptic action gives to “Poulticine” definite 
advantages. The various sizes, ranging in size from a 
half pound tin to the five pound hospital size, were shown. 

Attractive bronze ash trays, engraved with the words 
“Memento of the Australasian Medical Congress, 1934”, 
were distributed to all doctors visiting the exhibit. 
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Kobak (AvsTRALASIA) ProprieTary, LIMITED. exhibited 
a complete range of Kodak X ray accessories, X ray 
cassettes, and a special feature, the new “Eastman Ultra 
Intensifying Screens”. The room itself was arranged in 
blue and black to represent a small theatre, complete with 
proscenium and cinematograph screen. Several types of 
“Kodascopes” were operating almost continuously, pro- 
jecting a varied selection of films from the Kodak Medical 
Film Library. Subjects such as “Craniotomy”, by H. Y. 
Sessions Souttar, C.B.E., F.R.C.S., were shown. 

A series of radiographs on Australian Kodak “Dupli- 
Tized” X ray films, displayed in a large viewing cabinet, 
demonstrated what is possible from this fiilm, not only 
with soft tissue work, but also with the hardest black 
and white contrast. 


Messrs. FAwNs AND manufacturing phar- 
macists, of 25, Central Street, Hobart, displayed special 
products, which are mainly produced at the request of the 
various medical practitioners. Chief among these are 
the special vaginal suppositories or Gynepositories“, 
which contain the various drugs in a base readily soluble 
at body temperature, insuring a continuous and satis- 
factory medication of the parts. The particular shape 
evolved after considerable discussion with gynecologists 
enables them to be readily introduced and satisfactorily 
retained in position. 

Gynepository Tollitan“, a compound of ichthyol, iodine 
and tannic acid medicament, finds great favour with gyne- 
cologists in cases of cervical inflammation, vaginal ulcera- 
tion, and leucorrhea. Gynepository “Acriflavine 1%” is 
also being freely prescribed for its antiseptic advantages. 


Urological Problems. 


In the combineed meetings of Sections a meeting of the 
Section of Surgery was held in conjunction with the 
Section of X Ray and Radium Therapy. 


Dre. H. A. McCoy (Adelaide) read a paper on radio- 
graphic shadows simulating calculi. Dr. McCoy’s paper 
did not come to hand until we were going to press with 
the issue of February 17, 1934, in which a summary of the 
paper should have appeared. 

Dr. McCoy said that he wished to attempt an analysis 
of those conditions in which the pre-operative X ray 
findings might be misleading. The interpretation of 
unusual renal shadows was capable of elaboration by the 
employment of complementary investigations, including 
cystoscopy, pyelography and intravenous urography. The 
order of investigation adopted in the material of the 
present contribution was: (i) cystescopy, (ii) catheteriza- 
tion of the ureters with opaque ureteral catheters, (iii) 
collection of specimens of urine from both kidneys, 
(iv) radiographs of the renal tract, (v) pyelograms. 

Dr. McCoy said-that the satisfactory demonstration of 
kidney outlines was essential, and the elimination of 
confusing shadows was desirable in all X ray examinations 
of the urinary tract. Careful gastro-intestinal preparation 
was therefore necessary to insure, as far as possible, the 
elimination of shadows due to intestinal content. 

The interpretation of unusual shadows in the renal 
areas required exact localization of such shadows in 
relation to the substance of the kidney. Conditions within 
the kidney which might give rise to such shadows included 
tuberculous débris, calcified renal abscess, and inspissated 
pus, any of which might resemble in appearance a renal 
calculus. 

Extrarenal conditions giving rise to similar difficulties 
were numerous, and among the more common might be 
mentioned: calcified costal cartilages, stercoliths and intes- 
tinal foreign bodies, gall-stones, calcification within the 
liver, pancreas and spleen (particularly in the form of 
phleboliths), and pedunculated papilloma of the skin. 

Several of the conditions already mentioned might cast 
radiographic shadows in the lines of the ureters and in 
the vesical area resembling urinary calculi in these 
positions, and there were in addition the following con- 
ditions which might give rise to the same difficulty: 
calcified mesenteric glands, calcification within a psoas 
abscess, appendicular concretions, calcification in the walls 
of the blood vessels, tuberculous ureter, phleboliths, 
prostatic concretions and calcified seminal vesicles, and 
calcified fibroids and ovarian cysts in the female. 

Accurate localization of all abnormal shadows in 
relation to the normal structures of the urinary tract was 
essential, and reasonable interpretation in difficult cases 
could be achieved only by close cooperation between the 
clinician and the radiologist. 


Addendum, 


Lantern slides were shown demonstrating the conditions 
noted above. 


Dr. Bronte SMEATON expressed his thanks to Dr. McCoy 
for his very valuable paper. He and Dr. McCoy had been 
jointly interested in several of the cases quoted. He 
commented on one of the skiagrams shown which 
demonstrated the calcified outline of a papillomatous 
growth in the bladder. This was quite large. The 
surface was covered with phosphatic deposit; and the 
growth was malignant. It was removed and radium 
needles were inserted into the base. The operation was 
done a few years ago and the dosage of radium was quite 
small, so that it probably did neither harm nor good. The 
operation had been successful and the patient was now 
very well. 

Calculi of the lower end of the ureter were interesting 
from the surgical point of view. It was often difficult to 
know exactly how near the lower end of the ureter the 
calculus was situated, as calculi in this situation moved 
up and down with the filling and emptying of the bladder. 
It was, therefore, difficult to decide on the method of 
approach which would be most suitable. If the stone 
was very close to the bladder it could be removed by a 
transvesical operation.. 

Dr. Smeaton discussed in greater detail the case of 
supposed papilloma of the pelvis of the kidney. The 
patient was a youth, aged twenty, who sought treatment 
on account of frequently recurring hematuria. Cystoscopy 
showed that the bleeding was coming from the right 
ureter. The concentrattion of the urea in the right kidney 
urine was 1%, that of the left kidney urine was 2-2%. 
Routine investigation by X rays and pyelography was 
carried out. The pyelogram showed a slightly dilated 
pelvis with a small filling defect on the medial aspect of 
the pelvis. A diagnosis of papilloma of the renal pelvis 
was made. At operation the pelvis of the kidney was 
opened in sitw, but there was no sign of papilloma. A finger 
inserted through the incision in the pelvis and into the 
kidney showed that the kidney was very thin walled, the 
condition apparently being one of congenital hydre- 
nephrosis. Nephrectomy had been carried out and the 
patient was well. 

Sm Henry NRwWLAND (Adelaide) quoted the case of a 
patient with hydronephrosis due to an aberrant branch of 
the renal artery. In the skiagram there was a large 
crenated shadow apparently due to a calcified hydatid cyst 
of the right lobe of the liver. The kidney was removed. 
Following this the peritoneum was opened and the diag- 


-nosis of calcified hydatid cyst was confirmed by palpation 


of the liver. 

Dr. H. M. Curt (Sydney) referred to Dr. McCoy’s 
statement that it was usually easy to differentiate between 
a calcified psoas abscess and a stone in the ureter. He 
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himself had seen two cases in which the diagnosis was not 
clear on radiographic evidence alone. The first patient 
was a girl with a psoas abscess with no obvious vertebral 
lesion and without renal symptoms. The skiagram showed 
a shadow within the line of the right ureter, very sug- 
gestive of a calculus. Within a week he had seen a 
second patient, a man of twenty-seven years, who had had 
no renal symptoms and whose skiagram showed a large 
shadow in the line of the ureter, one inch in diameter and 
three inches long. This was a huge stone in the ureter, 
associated with complete disorganization of the kidney. 
In such cases as this differentiation on radiographic 
evidence alone was impossible. 

He was disappointed at the absence of the mention of 
intravenous pyelography and of its occasional complete 
failure to establish a final diagnosis in renal conditions. 
Intravenous pyelography had its uses, but it also had its 
limitations. He recalled a case in which intravenous 
pyelography appeared to show a small hydronephrosis 
holding about one to one and a half ounces on one side. 
Retrograde pyelography showed the hydronephrosis to 
have a capacity of nearly a pint. 


Dr. McCoy, in reply, again referred to the cases quoted 
by Dr. Smeaton in which the diagnosis was finally estab- 
lished following doubtful radiographic evidence. It was 
very important to check up the radiographic evidence at 
operation or post mortem. In cases of shadows of doubtful 
origin the ultimate understanding of the actual condition 
underlying their presence was very interesting, and a 
closer cooperation between radiographer and clinician was 
highly desirable. 

He remembered the case referred to by Sir Henry 
Newland. Unfortunately, he had not the films with him, 
but the shadow was quite large and fairly characteristic. 


He was entirely in agreement with Dr. Cutler’s remarks 
about the difficulty in differentiating ureteral calculus 
and psoas abscess. This should afford a further plea for 
the very fullest investigation before a definite opinion was 
expressed. In the second of Dr. Cutler’s cases intravenous 
pyelography might have demonstrated the nature of the 
lesion. He recalled a most interesting case in which 
radiographic examination was made seven years ago. 
There was a shadow, apparently a stone, in the pelvis of 
the left kidney. The examination was repeated on three 
occasions at intervals of two years, and the stone had not 
changed in size or in appearance in the slightest degree. 
A few weeks ago there had been a very acute recurrence 
of the urinary symptoms. A fuller investigation was per- 
formed, cystoscopy was carried out, but not pyelography. 
Intravenous pyelography disclosed a very marked dilata- 
tion of the middle calyx, and the shadow previously seen 
was apparently a stone causing the dilatation. Operation 
was decided upon and a most interesting condition was 
found. There was a large cystic condition of the lower 
pole of the kidney, apparently a simple cyst unconnected 
with the patient’s symptoms. The kidney was removed. 


There was a large Grawitz tumour in its centre causing. 


the dilatation of the calyx. The shadow was not due to a 
calculus, but was due to a collection of small granules. 


He intentionally had not dealt with intravenous 
pyelography. Dr. Bronte Smeaton’s method of investi- 
gating these cases was by cystoscopy, ureteral catheteriza- 
tion, X ray examination and pyelography if necessary. 
Seeing that in all the cases he had quoted this procedure 
had been carried out already, there was no point in doing 
intravenous pyelography. In most cases more information 
was obtained by retrograde pyelography. 


He had not had very much experience with intravenous 
pyelography, but had had several interesting results. The 
results could be very greatly improved by compression 
of the abdomen between the taking of the five- and fifteen- 
minute radiographs. He was certain that by this pro- 
cedure the ureters could be pressed against the pelvic 
brim and the dye dammed back. If this were not done 
and chance filling was depended upon, one often had to 
wait a very long time for satisfactory pictures to be 
obtained. He had got the idea from an article in the 
Journal of Radiology and the results were very convincing. 


British Wedical Association Mews. 


NOMINATIONS AND ELECTIONS. 


THE undermentioned have been elected members of the 
New South Wales Branch of the British Medical 
Association: 

Harding, Frances Keller, L.R.C.P., L.R.C.S. (Edin- 
burgh), L.R.F.P.S. (Glasgow), 1930, c.o. Sydney 
Sanitarium and Hospital, Wahroonga. 

Harding, Warren G., L.R.C.P., L.R.C.S. (Edinburgh), 
L.R.F.P.S. (Glasgow), 1930, F.R.C.S. (Edinburgh), 
1933, c.o. Sydney Sanitarium and Hospital, 
Wahroonga. 

Henry, Allan Vernon, M.B., B.S., 1933 (Univ. Sydney), 
Sydney Hospital, Sydney. 

Morrow, Arthur William, M.B., B.S., 1927 (Univ. 
Sydney), Sloane Street, Summer Hill. 

Owen, Alexander, M.B., B.S., 1930 (Univ. Sydney), 58, 
Cambridge Street, Stanmore. 

Pollock, James Lesslie, M.B., B.S., 1933 (Univ. Sydney), 
1, Melnotte Avenue, Roseville. N 

Shayler, William Ernest, M. B., B. S., 1929 (Univ. 
Sydney), Newcastle Hospital, Newcastle. 

Welsh, Arthur Muir, M.B., 1925, Ch.M., 1928 (Univ. 
Sydney), Sherwood, Warwilla Avenue, Wahroonga. 


Medical Practice. 


CERTIFICATES OF DEATH. 


Tue Council of the Victorian Branch of the British 
Medical Association has forwarded the following letter 
from the Government Statist, Victoria, with the request 
that it be published. 


[copy] 
Office of the Victorian Government Statist, 
Records Office, 
Queen Street, Melbourne, 
17th January, 1934. 
Dear Sir, 

At various times there have been brought under the 
notice of this Department cases of sudden death in 
which during the interval between notification to, 
and registration by, the Coroner, the medical prac- 
titioners who had been in attendance on the deceased 
issued Certificates of Death to the undertakers, who 
then registered the death. This has resulted in dupli- 
cation and complication in connection with the official 
records. 

It would be esteemed a favour if you would arrange 
with the Editor of the Journal of the British Medical 
Association (sic) to insert a paragraph to the effect 
that a medical practitioner who has been in attendance 
on a person whose death has been reported to the 
police or the Coroner, on becoming cognizant that such 
has been done, should refrain from issuing a Medical 
Certificate of Death unless directed to do so by the 


Coroner. 
Yours faithfully, 
(Signed) A. M. Laueuron, 
Government Statist. 
The Secretary, 
British Medical Association, 
426, Albert Street, 
East Melbourne, C.2. 


TRANSMISSION OF X RAY FILMS THROUGH 
THE POST. 


Tue Queensland Branch of the British Medical Associa- 
tion has received the following information from the 
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Postmaster-General’s Department and wishes to draw the 
attention of members to it. 

Transmission by Post of X Ray and Photographic Films. 
When wound on spools, must be totally enclosed in a con- 
tainer of metal, wood, cardboard, or stout paper. 

When in sheets exceeding six and a quarter inches by 
four and three-quarter inches in dimensions must be totally 
enclosed in a metal, wooden or cardboard container, or be 
bound tightly and completely covered by metal, wood, 
strawboard, stout card, or other similar substance. The 
thickness of the films enclosed must not exceed half an 
inch. 

When in sheets not exceeding six and a quarter inches 
by four and three-quarter inches in dimensions and the 
number enclosed does not exceed 24, the films may be 
enclosed in a stiff envelope simulating cardboard. 

Other celluloid articles must be totally enclosed and 
firmly packed in a case of metal, wood, stout card or other 
similar substance. 

Beyond the Commonwealth. Cinematograph films and all 
articles manufactured from celluloid must, for transmis- 
sion beyond the Commonwealth, be enclosed in a metal box 
which is itself enclosed in a strong wooden or metal case. 


— 


Post-Graduate Mork. 


HIGHER QUALIFICATIONS. 


Tue Honorary Secretary of the Melbourne Permanent 
Post-Graduate Committee has issued a request that 
prospective candidates for the M.S. and M.D. (Melbourne) 
examinations, Part I, August, 1934, and for the Primary 
Fellowship Examination of the Royal College of Surgeons 
of England, November, 1934, will communicate with him 
at 61, Collins Street, Melbourne, C.1. 


— 


Correspondence. 


EPITHELIOMA OF THE LIP. 


Sm: Dr. R. Graham Brown’s letter on this subject (Tun 
MEDICAL JOURNAL oF AUSTRALIA, January 6, 1934) contains 
some statements that will have to be qualified, if we are to 
achieve what all desire—a reduction in mortality in this 
disease. 

If one has read aright, Dr. Graham Brown states that 
first grade cancers (Broder’s classification) will yield 
almost 100% cures by any reasonable line of treatment to 
the local condition. I trust Dr. Graham Brown will pardon 
me for saying that such a statement is incorrect. There 
are numerous authorities tö prove that Dr. Brown is 
mistaken, for example, Phillips, Mekie, Duhig and others. 

Dr. Graham Brown says that he has had sufficient 
experience with radium treatment of cancer of the lip to 
state that no local growth need be cut out with the knife. 
This is not the experience of Ward and Smith, the joint 
authors of “Recent Advances in Radium”, 1933. 

Dr. Graham Brown is responsible for the statement that 
many leading British surgeons of the last decade, led by 
Mr. Wilfred Trotter, have advocated and practised non- 
interference with the gland-bearing areas where no glands 
are palpable. I submit (and I trust Dr. Brown will correct 
me by supplying the reference if I am wrong) that Mr. 
Trotter is not of this group. Quite apart from this, 
however, I think that such unqualified statements may 
lead to increased mortality in cancer of the lip. At the 
present moment I can think of six patients who have 
come for treatment within the last twelve months in an 
inoperable condition, after receiving primary treatment of 
the local lesion only. The statement needs much 
qualification. This is not the place to go into the question 
in detail, but Dr. Graham Brown himself qualifies the 
statement in a later part of his letter. It would have been 


better to have allowed the qualifying statement to have 
followed immediately, more particularly as many of us 
have the habit of not reading through to the end of an 
article. 

One must point out that many authorities consider the 
practice of not treating the glands in the cases in question 
as incorrect; for example, Ward and Smith state that, 
at the Memorial Hospital, a routine high voltage treatment 
is given in all cases to both sides of the neck. 

There is another aspect of the matter that one would 
like to present: What is the position of the country 
practitioner in regard to the cancer problem? He is not 
in a position to avail himself of such methods as 
immediate biopsy. This question was asked me some 
months ago during an address on cancer to the very active 
North Coast Medical Association of the Queensland Branch 
of the British Medical Association. The reply was as 
follows: That a committee appointed by the Fourth 
Australian Cancer Conference was working on a plan 
for a national organization against cancer, that the sug- 
gestion had been made that one of the first duties of such 
organization would be to send out from time to time 
information for practitioners that would supply the answer 
to the question I had been asked. 

It is to be hoped that a committee will be set up of 
judicially minded medical men who will weigh the views 
of various experts so that practitioners may receive infor- 
mation that will be of the greatest value possible to aid 
their patients affected with cancer. 

It is to be hoped that the scheme of organization will 
not be merely a dream or something to fill a void in an 
official pigeon-hole. Many of us remember that such a 
fate befell the plan of the Royal Commissioners on Public 
Health who proposed to utilize the services of all general 
practitioners in the preventive medical service of 
Australia. 

Yours, etc., 
E. S. MEYERs. 

Wickham Terrace, Brisbane, 

February 17, 1934. 


EXHAUSTION NEUROSIS. 


Sm: The clinical picture described by Dr. Minogue under 
the title exhaustion neurosis is the typical form of psycho- 
neurotic disturbance that occurs in those people with 
strong but suppressed anal eroticism. 

The reason that this disorder appears to afflict members 
of the nursing profession so often is probably to be found 
in the fact that nurses’ activities are so largely directed, 
especially during their training, to the excretory functions 
of the alimentary canal. Many cults come and go in 
medicine, but the “purging cult” appears to be always 
with us. 

Instructions to nurses always include: “See that the 
bowels are well opened;” and the first inquiry upon the 
following day is: “Did the bowels open?” 

There is little evidence that the lavish use of purgatives 
is necessary, and there is considerable evidence that it 
is physiologically and psychologically harmful. 

So much of a nurse’s time and effort is concerned with 
the not very pleasant excretory function that it is little 
wonder suppressed anal character traits are stimulated 
and in their further repression lead to Dr. Minogue’s 
fatigue neurosis. 

Yours, etc., 
Paul. G. DANE. 

110, Collins Street, 

Melbourne, 
February 7, 1934. 


INFLUX OF EUROPEAN PRACTITIONERS. 


Sm: It is gratifying to read in your journal of 
February 10, 1934, the resolution of the Federal Council 
of the British Medical Association in Australia: 
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That in view of the adequate supply of medical 
practitioners who are graduates of British 
universities it is undesirable to admit graduates of 
alien countries unless reciprocity. of registration 
exists with those countries. 


It is also gratifying to know that the Branches have 
been asked to bring the matter of the possible influx of 
European practitioners into Australia to the notice of the 
several State medical boards. 

This letter is written because a bill is to be brought 
down during the forthcoming session of the New South 
Wales Legislative Assembly repealing the existing pro- 
hibition under the Medical Practitioners’ Act of graduates 
of German and Austrian universities from becoming 
registered as medical practitioners in New South Wales. 
The unwisdom of this measure, at the present time at 
least, demands adequate protest. 

There are now hundreds of medical men, Jewish 
refugees from Germany attracted by the broadcast accounts 
of Australia’s prosperity, who would be glad of the oppor- 
tunity to settle in New South Wales, to the detriment of 
ourselves and to the ruin of our medical students; also 
to the disadvantage of the sick, for very many people 
have surprising faith in a foreign accent and an exotic 
manner, even when these may not be accompanied by the 
most desirable professional and ethical attributes. 

The medical profession in this country is not in a 
position to absorb an influx of foreign graduates. Writers 
on “The Future of Medicine as a Profession” in your 
journal (Volume II of 1932) pointed out that there is 
serious and increasing overcrowding, absolutely and by 
comparison with other countries. “No doubt competition 
is a good thing in moderation”, said one writer, “but too 
much can only act detrimentally by. developing the 
economic and commercial side to an unpleasant degree”. 
He predicted that present medical students will suffer 
semi-idleness during the best years of their lives. 

Who, then, has set this untimely and unwanted bill 
on foot? May we hope that the New South Wales Branch 
of the British Medical Association will organize opposition 
to it for the protection of its members, and that those who 
care for the welfare of the profession will be as influential 
as the promoters of the bill. 

Yours, etc., 
“A GRADUATE OF SYDNEY.” 

February 19, 1934. 


— 


University Int Intelligente. 


THE UNIVERSITY OF OF 3 


THE — appointments have been made at the 
Department of Anatomy, University of Melbourne: Dr. 
Edward Ford, Lecturer in Anatomy and Histology; Dr. 
N. M. Harry, Stewart Lecturer in Anatomy; Dr. John B. 
Turner, Demonstrator in Anatomy; Dr. Paul Jones, 
Demonstrator in Anatomy; Dr. J. Erskine Sewell, 
Demonstrator in Histology. 


THE UNIVERSITY OF SYDNEY. 


A meeTiINnG of the Senate of the University of Sydney 
was held on February 5, 1934. 

The following degrees were conferred in absentia: 
Bachelor of Surgery: John Joseph Gard, M.B., Francis 
Gordon Stimson, M.B. 

The Senate resolved to offer its congratulations to the 
Honourable Mr. Justice F. R. Jordan, K.C., B.A., LL.B., 
on his elevation to the office of Chief Justice of New South 
Wales; and also to His Honour Judge J. R. Nield, B.A., 
LL.B., on his appointment as a Judge of the District Court. 

The following appointments were approved: Dr. A. L. 
Buchanan, Dr. T. J. B. Connelly, Dr. J. H. Cramsie, Dr. 


M. R. Flynn, Dr. C. M. Edwards, Dr. M. B. Fraser, Dr. 
R. V. Graham, Dr. G. A. Hardwicke, Dr. K. Kirkland, 
Dr. K. A. MeGarrity, Dr. J. S. McMahon, Dr. D. W. Magill, 
Dr. N. Meacle, Dr. R. A. Money, Dr. J. O’Brien, Dr. W. E. 
Roberts, Dr. T. W. Schenk, Dr. R. S. Speight, Dr. R. B. 
Trindall, and Dr. R. M. Yeates as Honorary Demonstrators 
in Anatomy; Dr. W. H. Page, Dr. H. M. North, and Dr. 
H. M. Rennie as Honorary Demonstrators in Neurological 
Anatomy; Dr. B. P. Anderson Stuart as Honorary 
Radiographer; Dr. J. S. Baird as Honorary Demonstrator 
in Dental Anatomy; Dr. F. Abbey Weisener as Honorary 
Demonstrator in Ophthalmological Anatomy. 


— 


Obituary. 


ROBERT WHITSON TELFORD. 


Dr. Ropert WuHITSON TELFoRD, who died on January 1, 
1934, was born in Wagga, New South Wales, in June, 1871. 
He went to school at Scotch College, Melbourne, and began 
to study medicine at the University of Melbourne. After 
two years he went to Edinburgh, where he graduated as 
Bachelor of Medicine and Master of Surgery in 1905. In 
1909 he took the degree of Doctor of Medicine. In 1912 
he went to Cambridge and qualified for the diploma in 
public health. 

During the war Telford served with the Royal Army 
Medical Corps. For a period he was attached to the 
Hospital Ship Aquitania. Later he was on the staff of the 
hospital at Point Tewfik, Suez; and then he was given 
medical charge of the prisoners of war camp at Malta. 
He received the Military Cross. On returning to Australia 
in 1921 Telford was appointed Deputy Commissioner of 
Public Health for Queensland. He afterwards served as 
District Health Officer in Victoria. 


— 


Proceedings ot the Australian Medical 
Boards. 


QUEENSLAND. 


THE undermentioned has been registered, pursuant to the 
provisions of The Medical Act of 1925, of Queensland, as 
a duly qualified medical practitioner: 


Ryan, James Joseph, M.B., B.S., 1933 (Univ. Sydney), 
Brisbane. 


Additional diploma registered: 
Drew, John Grahame, D.P.H., 1933 (Univ. Sydney). 


— 
— 


Books Received. 


CONSTITUTION AND HEALTH, by R. Pearl; 1933. London: 
Kegan Paul, Trench, Frubner and Company, Limited. 
— 8vö., pp. 97, with illustrations. Price: 2s. 6d. 
ne 


A NEW PHYSIOLOGICAL PSYCHOLOGY, by W. Burridge, 
D. M., M.A., with foreword by Sir Leonard Hill, M.B., LL. D., 
F. R. S.; 1833. London: ward Arnold and Company. 
Crown 8vo., pp. 165, with illustrations. Price: 7s. 6d, net. 


NURSERY NOURISHMENT, by M. N. Buchanan, with foreword 
by R. Hutchison, M.D., F.R.C.P.; 1933. London: Edward 
— and Company. Crown 8vo., pp. 104. Price: 3s. 6d. 
ne 


- 


HISTOPATHOLOGY OF THE PERIPHERAL AND CENTRAL 
NERVOUS SYSTEMS, by G. B. Hassin, M.D.; 1933. 
London: Bailliére, Tindall and Cox. Royal 8vo., pp. 505, 
with 227 illustrations. Price: 30s. net. 


FOOD AND CHARACTER, by L. Berman, M.D.; 1933. London: 
Methuen and Company, Limited. ‘Crown 8yvo,, pp. 411. 
Price: 8s. 6d. net. 


~ 
— H— 
— 
r 
— 
h 
d 
i, 
is 
n 
le 
— 
— 
it 
— 
d 
of —.! 


IHE MEDICAL JOURNAL OF AUSTRALIA. 


Marcu 3, 1934. 


Diary for or the Month. 


Mar. 1.— South Australian Branch, B. M. A. Council. 

Mar. 2.— Queensland Branch, B. M. A.: Branch. 

Mar. 5.— New South Wales Branch, BMA: Organization and 
Science Committee. 

Mar. 5.—Tasmanian Branch, B.M.A.: Council. 

Mar. 6.—New South Wales Brauch, B.M.A.: Executive and 
Finance Committee. 

Mar. 6.—New South Wales Branch, B.M.A.: Ethics Committee. 

Mar. 7.—Victorian Branch, B.M.A.: Branch. 

Mar. 7.—Western Australian Branch, B.M.A.: Council. 


Mar. 9.—Queensland Branch, B. M. A.: Council. 

Mar. 13.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

Mar. 19.—Tasmanian Branch, B.M.A.: Council. 


: Branch. 

Wales Branch, B. M. A.: Meeting. 

Mar. — Branch, B. M. A.: Council. 

Mar. 24.—Tasmanian Branch, B.M.A.: Annual Meeting. 

Mar. 27.—New South Wales Branch, B. M. A.: Council: Election 
of Office-Bearers and “Appointment of Standing 
Committees. 

Mak. 28.—Victorian Branch, B.M.A.: Council. 

Mar, 29.—South Australian Branch, B.M.A.: Branch. 


— 


Medical Appointments. 


Dr. R. S. Rogers (B. M. A.) has been appointed President 
of the Medical Board, under the provisions of the Medical 
Practitioners Act, 1919, South Australia. ö 

> 


Dr. A. R. Lewis (B.M.A.) has been appointed Government 
Medical Officer at Kyogle, New South Wales. 


Dr. D. A. S. Fraser (B.M.A.) has been appointed Deputy 
Medical Superintendent, Department of Mental Hospitals, 
New South Wales. 


Dr. W. E. L. H. Crowther (B. M. A.) has been appointed 
a member of the Millbrook Home Board, Tasmania, pur- 
suant to the provisions of Section 4 of the Psychopathic 
Hospital (Wenagement) Act, . 


Dr. E. McLaughlin (B. M. A.) has been appointed Director 
of the Laboratory of Bacteriology and Pathology, Adelaide 
Hospital, South Australia, in the Inspector-General of 
Hospitals Department. 

7 


Dr. R. J. Millard (B.M.A.) has been appointed an 
Honorary Consulting Physician at the Coast Hospital, New 
South Wales. 
s * 
Dr. C. E. S. Jackson (B. M. A.) has been appointed Deputy 
Quarantine Officer, Townsville, Queensland, under the 
Quarantine Act, 1908-1924. 


— 


Medical Appointments Vacant, etc. 


Fon announcements 8 vacant, assistants, 
Ste., see * xvii 
x 


CuHILpREN’s Hosrrral, CARLTON, VIorontA: Honorary Officers. 
DEPARTMENT OF DereNce, MELBOURNE, Vroron la: Surgeon 
Lieutenant. 
LAUNCESTON PusLic HospitaL, LAUNCESTON, 
Resident Medical Officers. 
Mooroopna Hosprrat, Mooroopna, Victorta: Junior Resi- 
dent Medical Officer. 
New Sourn Wates Masonic Hosprrat, Victoria STREET, 
AsHFietp: Honorary Visiting Medical Officers, 
Honorary Visiting Masseuses. 
KHAMPTON HospiTats BoArgp, RocKHAMPTON, QUEENS- 
LAND: Resident Medical Officer. 
Tue Racuet Forster Hosrrrat von WOMEN AND CHILDREN, 
Sypney, New Sovrm Wars: Medical Registrar 
(female). 


TASMANIA: 


Medical Appointments: Important Notice. 


APPOINTMENTS. 


Natives’ Association. 


ustralian 
ct United Friendly 


Balmain United 5 Societies’ Dia- 
pen 7 
3 t Casino. 
Etlendiy Dispe: 
ns 4 
North Sydne iendly Societi Dis- 
pe ited. 


nsary 
Assurance Company 
Phenix Mutual Provident Society. 


All Institutes or Medical Dipgensarice. | 
Prudential 


Mutual National Provident Club. 
tion. 


Bast | Nati 1 Provident Associa 
Hospital or other appointments outside 
Brisbane Friendly Societies’ 


Associated 

Medical — 

Hospita 
Members accepting LODGE 


ments and 

appolr intments to an COUNTR 
ere su a 

eement to the Council 


Lower Burdekin District Hospital, Ayr. 


| mand. Friendly Societies, Clarendon 
All — Appointments in South Aus- 


All Fontrast Practice A its in 
South Australia. — 


N: 
208, Saint 
8 
Perth. 


All Contract Practice itments in 
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or Australia and £ 


Editorial Notices. 


Manuscripts forwarded to 
under any circumstances be returned. 
warded for publication are understood to be pe 


AUSTRALIA alone, unless the 


the office of this journal cannot 
Original articles for- 

ered to THE 
contrary be 


All communications should be “The * — 
THe Mepica, JouRNAL OF AUSTRALIA, The sPrintin House, 
Seamer Street, Glebe, New South Wales. ‘Telephones : 


Ratgs.— Medical — and others 
receiving TRW Mepicat JOURNAL oF AvusTRALIA in virtu 
membership of the Branches of the British Medical Association 
— the Commonwealth can become subscribers to the journal by 
lying to the Manager or through the usual agents and book- 
oul ers. Subscriptions can commence at the beginning of 
uarter and are hye on Decem 


e of 


ber 31. 


The rates are £ 
5s. abroad per annum pa in advance. 
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